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Author, minister, as well as educator, Dr. 
Buell Gordon Gallagher left his position as 
Assistant Commissioner for Higher Educa- 
tion, in the United States Office of Educa- 
tion, in September 1952, to assume the presi- 
dency of the City College of New York, which 
ranks third, in enrollment, among the na- 
tion’s institutions of higher learning. 
Almost at the start of his career, at the age 
of 29, he was made president of one of the nation’s smallest 
colleges, Talladega, in Alabama. 


A diplomate of the American Board of 
Neurology and Psychiatry, and trained in 
psychoanalysis, Dr. Donald A. Bloch started 
his work with children at the National 
Training School for Boys, Washington, D. C. 
When he first joined the National Institutes 
of Health, his major area of concern was 
problems of juvenile delinquency. In his P| 

present role he is associated with Dr. Fritz 

Redl, Chief of Child Studies, at the United States Public 
Health Service’s new Clinical Center at Bethesda, Md. 


Anne Arundel County’s 
health program developed 
largely under the direction 
of the County’s former 
health officer, Dr. William 
J. French, and its present 
officer, Dr. J. Howard 
Beard. Dr. French helped 
establish child health sta- 
tions in Paris after World War I, and in 1925 participated in 
health work in Austria. Before coming to the County in 
1951, Dr. Beard had public health assignments in Mississippi 
and in the Office of the Surgeon General of the Public Health 
Service. Both physicians are Deputy State Health Officers 
for Maryland. 


Bellefaire, whose Resident Director is 
Morris F. Mayer, psychiatric social worker, 
is a regional child-care service for Jewish 
children in 16 central and midwestern 
States. It offers diagnosis and treatment 
for boys and girls 5 to 17 years old who have 
jrimary behavior problems, neurotic and 
prepsychotic disturbances, and who have 
physical handicaps, brain and neurological 
damage. The institution has a capacity of 109. Dr. Mayer 
teceived his doctorate in philosophy from the University of 
Frankfort, Germany, and his Masters in psychiatric social 
work from the New York School of Social Work. Most 
of his work has been with disturbed children. His present 
special interest is in the training and development of staff 
for institutions. 


from its start and continuously since, 
UNICEF has been under the executive di- 
rection of Maurice Pate. Its policies are 
stablished by a 26-nation Executive Board 
NM which the United States is represented 
Y Dr. Martha M. Eliot, the Chief of the 
‘hildern’s Bureau, in her private capacity. 
ir. Pate brought to this great international 
itdertaking experience gained, after World 
War I, in Belgium under former President Herbert Hoover, 
‘Md in Poland in the administration of relief. 
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frontispiece 


A STRANGER to the ways of a hospital, this little boy 
waits his turn for attention in the children’s wing of 
the Maranhao State Hospital in Sao Luiz, Brazil, where 
he is convalescing from tuberculosis. This 50-bed wing 
has been provided with modern equipment by UNICEF. 
To prevent TB, UNICEF has helped 39 countries im- 
munize almost 25 million children with BCG vaccine. 
With UNICEF's aid, production of BCG vaccine is 
under way in Mexico, Uruguay, and Ecuador, and will 
serve as a future source of BCG for all of Latin Amer- 
ica. (See UNICEF UP TO DATE, pp. 70-76.) 
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READERS’ EXCHANGE 


With this issue, CHILDREN launches a new 
department which, it is hoped, will grow. 
Readers are invited to make use of these 
pages for exchange between themselves of 
any comments, pro or con, they wish to make 
on the content of CHILDREN. 


EASTMAN: Supervision Is Essential 


Dr. Eastman’s article, “Maternity 
Care Looks to the Future,” (CHILDREN, 
Vol. 1, No. 1, pp. 5-9) is a clear outline 
of a situation which has concerned all 
of us interested in maternity care. His 
arguments are provocative, and demand 
the serious consideration of every pro- 
fessional worker in this field. 

That there will be an increasing prob- 
lem is evident from the statistical data 
presented. But Dr. Eastman’s figures 
show that we are already in the early 
phases of this difficulty. It is a prob- 
lem for the future arising very acutely 
in the present. 

It is a paradox that a system which 
has brought about the lowest maternal 
and fetal mortality on record in this 
country should lead us into trouble. 
But a close view of this situation brings 
to light several interesting facts 

The lowering of the last fractions of 
a death rate is always a much more dif- 
ficult task than the early attacks 
against a much higher rate. It is also 
true that the methods thus far success- 
ful may not necessarily bring best re- 
sults in the reduction of the last per- 
centage points. Thus, it is not illogical 
to look to methods that may cut across 
tradition. 

Furthermore, the move toward hos- 
pital delivery has developed its own 
problems. Certain maternity services 
have become overcrowded and thereby 
understaffed. The smaller general hos- 
pital may not be up to the best stand- 
ards of obstetrical care. There is a 
dangerous temptation on the part of 
both physician and patient to regard 
any hospital delivery as better than a 
good home delivery. In many areas 
also the growth of insurance prepay- 
ment has led to a shift from ward serv- 
ice to private care with a great increase 
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Individual 


in the work of the private physician. 
Obstetrics places such demands upon 
the time of the practitioner that at one 
time he can care properly for a limited 
number of patients only. Thus, the 
type of service we have always looked 
upon as the most desirable—the in- 
dividual physician caring for the in- 
dividual patient—in this case may de- 
feat its own purpose. If this applies to 
the specialist, it does so to a greater 
degree to the general practitioner who 
must attend all other patients as well. 

It would seem, therefore, that there 
is a real need for careful evaluation 
of our present problem as well as its 
extension into the future. We must 
not give up the basic virtues of the 
methods that have served us well. In 
this, the emphasis given by Dr. East- 
man to the supervision of any type of 
service by the well-trained doctor can- 
not be made too strongly. It is essen- 
tial. But it is equally essential not to 
tax his abilities beyond endurance. 

The type of “obstetrical assistant” 
that Dr. Eastman describes is beyond 
doubt the most versatile of all, combin- 
ing as she does nurse, public health 
worker, midwife, and assistant. It is 
worth noting that at least two Euro- 
pean countries with enviably low mor- 
tality rates have come to regard this 
kind of trained individual as the best. 
No one can fit so well into the range of 
obstetrical care from the isolated serv- 
ice to the teaching center. She can act 
on her own if she must, but she is the 
assistant par excellence of the doctor 
whether he be rural general practi- 
tioner or city specialist. 

However promising Dr. Eastman’s 
plan may be, I believe, its success must 
depend upon a thorough understanding 
by the doctor, the “obstetrical assist- 
ant,” and the patient herself of the role 
each plays. The doctor can never re- 
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linquish his responsibility of direction 
and control and must never lower the 
dignity of his obstetrical assistant to 
mere routine technical levels. She is, 
in fact, an “obstetrical associate.” 
This nurse must herself feel the utmost 
loyalty to the doctor and be guided by 
the most critical conscience in the 
judgment she exercises. And _ the 
mother-patient, her husband, and her 
family must accept willingly this sery- 
ice not as a substitute but as a funda- 
mental advance in obstetrical care. 

Dr. Eastman, and all those who have 
helped in the development of this ex- 
periment, are to be congratulated. Per- 
haps most to be envied are those nurses 
who are pioneers in this bright new 
field. 


Samuel B. Kirkwood, M. D. 
Commissioner of Health 
Commonwealth of Massachusetts 


EASTMAN: Will Parents Accept? 


Dr. Nicholas J. Eastman has given 
us some very thought-provoking facts 
and figures relative to the problem of 
maternity care in the next decade. Just 
as every overworked obstetrician in 
1947 warned his Commissioner of Public 
Schools to expect a huge increase in 
first grade pupils about 1953—and this 
did happen—so is Dr. Eastman warning 
us that between 1967 and 1970 these 
first-graders of 1953 will be reaching 
marriageable age. And so he forecasts 
“more babies and more maternity work” 
10 to 15 years hence. 

As I see it, the problem that Dr. East- 
man raises is—where are we going to 
get the personnel to care for these 
mothers? I would also like to add, not 
only the right kind of personnel to give 
the safe maternity care that we have 
watched develop with gratification and 
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pride over the years, but also the emo- 
tionally satisfying care for parents and 
babies which most of us feel is so im- 
portant today. 

In World War II, with many young 
doctors called to military service, ob- 
stetrics faced a shortage of personnel. 
In spite of this, maternity care was ac- 
complished with a reduction in ma- 
ternal and infant deaths. How was this 
done? To the credit of the obstetri- 
cians and nurses in civilian practice we 
must not forget that the most important 
factor was their ceaseless work almost 
to the point of collapse. But let us also 
remember that at this time was intro- 
duced the “assembly line” method of 


maternity care: hurried prenatal ex- 
aminations by doctors; mothers being 
left alone throughout most of their 


labor ; few and unprepared nursing per- 
sonnel attempting to give care to too 
many mothers. Unfortunately, today, 
in many hospitals, mass production is 
still apparent, even though many physi- 
cians and nurses have 


civilian duty. 


returned to 


I can visualize the kinds of questions 
and the turmoil in the thinking of pro- 
fessional and community groups that 
Dr. Eastman’s 


proposal will raise. 
Physicians will comment that nurses 
are invading their territory. Medical 


educators will ponder on the problem 
of sufficient “clinical material” for both 
medical and the “Obstetric 
Hospital administrators 
the nurses themselves will want 
to know who is going to finance this 
venture. Mothers and fathers who 
always put such confidence in 
their obstretrician—will they accept or 
look askance at this “Obstetric Assist- 
ant”? 

Before we 


students 
Assistants,” 
and 


have 


answer these questions 
I think we should look squarely at “the 
What kind 
want for mothers? 
Shall it be the assembly line method? 
Or shall it be the sympathetic, sup- 


future of obstetric care.” 
of care do we 


portive and highly personalized atten- 
tion which a few, but too few, nurses 
are now giving, in some medical cen- 
ters, and which the “Obstetric Assist- 
ants” are Johns Hopkins 
Hospital? Do we want mothers to be 
prepared for child-birth so that it will 
not only be safe, but one of the most 


giving at 


thrilling and satisfying experiences of 
their life? 
fathers to take home from the hospi- 


Do we want mothers and 


tal a baby whom they know and have 
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already learned to love rather than a 
bundle of blankets in which is an al- 
most unfamiliar baby whom 
scarcely know how to handle? 
Will there be justification for the 
doctor’s concern that these nurses will 
be invading their territory? Surely 
they have every right to be concerned 
when great emphasis has been placed 
on early and 


they 


constant medical care 
during pregnancy and hospital delivery 
by a physician. Dr. Eastman predicts 
that with an birth rates 
in the late 1960's and insufficient med- 
ical personnel, some thought must be 
given to provide more personnel. If 
the medical profession cannot meet this 


increase in 


great need should they not turn to an 
allied profession? 

I am certain many physicians will 
not want to accept any such idea, for- 
eign as it is to their concepts and 
philosophy. However, I feel that if 
groups of community leaders, doctors 
and nurses sit down, face reality and 
plan for the future, some physicians 
will feel that these maternity nurses 
are not invading their territory, but 
working with them to care for these 
future mothers-to-be. 

Some may ask where we will get nurse 
recruits for such a venture when al- 
ready we are facing a nurse shortage. 
Maybe it behooves hospital nursing ad- 
ministrators and nursing educators to 
define and clarify the duties of a ma- 
ternity nurse. If the maternity nurse 
could and would perform only those 
truly professional tasks, as many of us 
think she should, and leave the nonpro- 
fessional duties to those less qualified, 
I feel certain we would have no problem 
in getting highly qualified nurses for 
maternity service and for “Obstetric 
Assistants.” 

Will there be sufficient “maternity 
patients” for the training of both medi- 
cal students and “Obstetric Assistants”? 
If the birth rate increases as Dr. East- 
man predicts and if at present “a 
fourth of the babies that are born in a 
certain large municipal hospital’ are 
without benefit of medical attendance, 
it would seem to me that we need not 
fear this. 

Who 


program? 


this educational 
No doubt it will be costly. 


will finance 
But is anything too costly that enables 
us to give better care to mothers? Are 
not our parents willing to pay, to the 
best of their ability, for good medical 


care? 





What will be the repercussions from 
expectant parents? For years mothers 
in European countries have been de- 
livered by trained nurse midwives. 
Many of us, I am sure, have talked to 
American women who were delivered 
of a baby by one of these nurses, under 
the direction of a physician, and felt 
confidence in her skills. Yes, it would 
take education to change the concepts 
and thinking of parents and the gen- 
eral public, and they, as well as the 
physicians and nurses, should be on the 
“ground floor” planning. 

As I look to the future, with hope and 
confidence, I this “Obstetric 
Assistant” as a part of this great ma- 
ternity team. She will give supportive 
care and safe delivery to the normal 
gravidae; she will relieve the obstetri- 
cian of the pressure of work so he may 
have more time for the mothers with 
complications and for research; she 
may work with a group of general prac- 
titioners in a rural area, caring for 
mothers so that the doctors may have 
more time for medical and surgical 
patients who may be critically ill. In 
schools of nursing she will help up- 
grade basic and post-graduate nursing 
education so that maternity nurses will 
be able to give the kind of service they 
would like to give and parents will re- 
ceive the comprehensive care they are 
asking for and so humanly deserve. 


can see 


Elizabeth Peck 


Associate Professor, Maternity 
Nursing 
School of Nursing 


Syracuse University 


EASTMAN: Another Type of Obstetric 
Service 

Here at the 

Georgia 


Medical College of 
there has been in operation 
for several years a project as follows. 
A semi-basement room, approximately 
45 by 60 feet, is divided into a delivery 
room, a labor room with 4 beds, sleeping 
quarters for resident students with 4 to 
5 beds and accompanying bathroom 
facilities. This serves as a maternity 
shelter for Negro multiparas who were 
formerly delivered by the students in 
the patient’s home. 

At the same time it may serve as a 
model for a type of obstetric labor serv- 
ice adaptable to office delivery in rural 
practice, in contradistinction to time 
unsatisfac 
tory care of labor in the patient’s home, 


consuming and otherwise 
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or to more expensive and frequently un- 
available hospitalization. 

The success of the method is attested 
to by the increased use of office delivery 
service especially in the southeastern 
portion of the United States. 

Students, late in the junior or early 
in the senior year, are on duty, each 
continuously for 3 weeks. They re- 
side in the component student quarters. 
They are staggered as to time of serv- 
ice, so that never is the service in the 
hands of completely inexperienced per- 
sonnel. An assistant resident occupies 
an adjacent room and is present for 
advice and instruction at each delivery. 
Each student delivers or assists at the 
birth of approximately 30 infants. 

The patients are transported to the 
shelter by relatives or friends at the 
onset of labor. They are advised of the 
procedure while attending a prenatal 
clinic associated with the University 
Hospital next door. If any complica- 
tions arise, the patient is admitted to 
the hospital. For nurse attendance, 
they are requested to bring a capable 
female relative or friend, who is then 
instructed in the subsequent care of 
the mother and baby. A few hours 
after delivery the mother and child are 
taken home by ambulance. 

This then becomes a training center 
for the future rural physieian who, in 
many instances, has later developed a 
maternity shelter at his office where any 
patient in his territory who desires may 
have delivery service following prenatal 
care given in his office by him with help 
of an office secretary or nurse or at a 
nearby clinic run by the health de- 
partment at small cost. With these 
conveniences, preferably with nurse 
assistance, he is able to alleviate some 
of the labor pain by appropriate medi- 
cation, auscultate the fetal heart tones 
at intervals of time, and give oxygen or 
fluids to the mother if indicated. At 
delivery he is equipped to tracheal intu- 
bate the infant if necessary, to pack the 
excessive bleeding uterus on occasion, 
and tc perform an adequate perineal re- 
pair which is essential to the future 
Wellbeing of the mother. Furthermore, 
and of immense importance to him, he 
is able to conduct his office practice with 
some degree of regularity in that the 
laboring patient is close at hand. 

From my 7 years experience as an 
isolated rural practitioner I am con- 
Vinced that prenatal care in obstetric 
Service is the most potent factor in 
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cementing a physician to the hearts of 
his patronage and of obtaining the con- 
fidence of the community. A new baby 
successfully introduced into a house- 
hold becomes a bond of friendship of 
the most gratifying sort. 

During labor such a variety of ab- 
normalities may suddenly develop that 
successful outcome may tax the knowl- 
edge, judgment, and experience of the 
highest obstetrical authorities. It is 
true that such aberrations of labor 
happen infrequently and that is why 
many thousands of cases are conducted 
by granny midwives, especially in the 
rural sections of the South, with sur- 
prisingly low mortality to both mother 
and child although it is reasonable to 
expect it to be relatively much higher 
than in other sections of the country. 

Nearly half of the births in the 
United States occur in rural towns or 
country. It seems to me that the Na- 
tion’s thinking should be directed to- 
ward improving the education, facili- 
ties, and economic lot of the rural 
pliysician in the following manner since 
he is the only one in the community 
capable of being able to cope with all 
complications. This includes continu- 
ation of the rural prenatal clinics con- 
ducted by the health department with 
the local physician’s (or physicians’) 
attendance on an hour or per diem paid 
basis. At the time of delivery he is 
in charge, in the main, at a local mater- 
nity shelter, preferably owned and 
operated by him, with the aid of a pub- 
lic health nurse or of a local trained or 
practical nurse or even a midwife whose 
actions he controls and whose future 
training he assumes in part at least. 
Most complications can be sucessfully 
handled in such a place. Those that 
cannot he may transport to a hospital 
of his choice. He is able to get the 
patient in the best pessible condition 
for the transportation and supervises 
the care during transportation. For 
indigent patients he should be paid from 
public funds enough to insure his con- 
tinued interest in the project but not 
enough to unduly deplete the funds. 

In many communities hard pressed 
for a resident physician the above plan 
would: (1) add materially to his 
otherwise inadequate income; (2) in- 
crease his prestige and give him a 
closer tie to the inhabitants; (3) add 
to his training and experience inasmuch 
as he learns something from each pa- 
tient and more from those with com- 


plications; (4) enable some communi- 
ties which have no physician to obtain 
one, essentially by subsidizing indigent 
maternal care, a worthy project in its- 
self but one which should be locally 
controlled. It should be financed lo- 
cally enough to make people conscious 
of the cost. 

This is in no wise an adverse criti- 
cism of Dr. Eastman’s proposal which 
seems to be admirable. It is merely 
another slant on the possibility of im- 
proving, at low cost, obstetric practice 
especially in rural communities where 
such is greatly needed, and in areas of 
the South where hospital care is geo- 
graphically and economically often 
lacking. 


Richard Torpin, M. D. 

Department of Obstetrics and 
Gynecology 

School of Medicine 

University of Georgia 


REDL: Research Aids Courts 


For those of us who are interested 
in children and their problems in ad- 
justing to wholesome and happy family 
and community living, it is gratifying 
to know that continuing studies, such 
as that described by Dr. Fritz Redl in 
“Child Study in a New Setting” (CHIL- 
DREN, Vol. 1, No. 1, pp. 15-20), are 
being made which will enable us to 
better understand the particular prob- 
lems of individual children and to de- 
velop more appropriate and effective 
treatment and training methods for all 
children. 

While the proportion of seriously dis- 
turbed youngsters passing through the 
court may not be sizeable, nevertheless, 
the number seems to be growing, par- 
ticularly among younger children, and 
it becomes increasingly important that 
we discover means of earlier detection 
of emotional problems and that we de- 
velop more accurate criteria for deter- 
mining appropriate treatment processes. 

In presenting articles such as this by 
persons of such experience and profes- 
sional standing as Dr. Redl, CHILDREN 
renders an important service in stimu- 
lating hope and assurance that further 
research will make possible a wider 
knowledge and understanding of the 
problems with which we are dealing. 


Edith H. Cockrill, Judge 
Juvenile Court of the District of 
Columbia, Washington, D. C. 
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THE FALSE DICHOTOMY OF 


PROFESSIONAL VERSUS 
GENERAL EDUCATION 


BUELL G. GALLAGHER, Ph. D., D. D. 
President, College of the City of New York 


HE PROBLEMS OF SOCIAL WORK EDU- 

CATION are not fundamentally different from 

the problems which beset any form of profes- 
sional education. The manner of working out the 
answers to problems, and the specific character of 
the results obtained, will be different in social work 
from engineering or medicine or astronomy; but 
there is a basic core of similarity in the complex of 
problems faced by all professional education today. 
And the hard irreducible core of difficulty common 
to all professional education is—according to this 
first of my contentions—just this: professional com- 
petence demands certair specializations, while per- 
sonal and cultural values demand much wider and 
more generalized education. 

There has just come to my desk the annual report 
of a distinguished colleague in the fraternity of edu- 
cational administrators. His report takes up at some 
length the argument that these United States can no 
longer afford to maintain two and a quarter millions 
of post-high-school youth, large sections of whom 
are pursuing other than vocational and professional 
studies. He argues that circumstances are forcing 
the private colleges to price themselves out of the 
market, while the public colleges will find themselves 
crowded off the shelf of tax support by their newly 
welcomed and fast-growing companions, “unemploy- 
ment and old age benefits, health insurance, and 
other social objectives that will be even more sought 
after than higher education.” His answer is to “give 
more education in less time” by scrapping the notion 
of the 4-year liberal arts college altogether. Instead, 
a transformed and intensified junior and senior high 
school will provide all the terminal education any 


From an address before the Council on Social Work Education, Wash- 
ington, D. C., January 29, 1954. 
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American youth deserves, except for those who go 
on to pursue professional courses of study. As an 
afterthought, he would permit those who wish to 
study beyond the high school “outside the traditional 
professions” to attend low-cost 2-year terminal pro- 
grams, nonspecialized in curriculum and nonresiden- 
tial in character. As for the professional education 
which is to make up the great bulk of post-high- 
school studies, my colleague argues that the burgeon- 
ing of man’s knowledge to unmanageable proportions 
now places such demands on the undergraduate’s 
time that he cannot hope to accumulate even the 
requisite specialized information and skills while he 
is matriculated. 

The unstated conclusion is that there will be in- 
creasingly less room in the professional curricula 
for the humanities and for cultural studies. The 
liberal arts, according to this line of argument, must 
be largely eliminated if the demands of technical 
performance are to be served. And to clinch his 
argument, my friend concludes that the only way 
we can meet the demands of professional competence, 
even with all these other expedients, is to add to the 
period of professional instruction a subsequent pe- 
riod of interneship in all professions. 

Personally, I am grateful to the president of the 
Cooper Union for stating so forcefully and logically 
the conclusions to which his general thesis leads, 
He states the case—and states it well— for the sub- 
stantial elimination of liberal and general education 
in favor of professional competence. 

At the opposite end of the scale in this current 
discussion are scores of other college administrators 
who are dusting off the old arguments in favor of 
liberal education. One suspects that they do so pri- 
marily because all their colleges have to offer is a 
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liberal arts course (with some professional or vo- 
cational courses added here and there); and it is 
understandable that a man should speak up in de- 
fence of his wares if he wishes to sell them. Not 
all of them are scared rabbits, to be sure; many are 
men of conviction who, like the friend earlier alluded 
to, have the courage of their convictions. And I 
will be among the last to suggest that the values of 
a liberal education should be sacrificed to the de- 
mands of professional curricula. 

Nevertheless, I think it might be useful to point 
out in passing that what we now refer to as the 
liberal arts course of study is historically derived 
from a professional prototype. What were the early 
colleges and universities? Were they not precisely 
the professional schools of the then few learned pro- 
fessions? And aside from the men who pursued 
classical learning in preparation for ordination, who 
else attended? Few others except the idle sons of 
the gentry. From time to time there must have wan- 
dered into the collegiate halls an occasional seeker 
after truth for truth’s sake—or for the sake of the 
search. But the point is that so-called liberal educa- 
tion is, in terms of its origins, nothing more nor 
less than education for special professional compe- 
tence. I suppose the argument has been that since 
it was good enough for future divines, it ought to 
be good enough for future humans as well. And 
thus has professional education for the ministry be- 
come the base for the liberal arts. 

Those who would defend liberal education against 
professional education are, I submit, standing on 
shaky historical ground. The degree to which their 
arguments appear to carry conviction today is merely 
a measure of two things: (1) the extent to which 
many things other than the original professional core 
of divinity studies have been added and interspersed 
or even have supplanted classical studies, while the 
liberal arts label has been retained, and (2) the power 
of the pressures of conformity which were so elo- 
quently stated by Plato in his Repusric (S424): 
“This is the point to which, above all, the attention 
of our rulers should be directed—that music and 
gymnastic [the whole of the curriculum of Plato’s 
day] be preserved in their original form, and no 
innovation be made * * * 
that mankind most regard 


And when any one says 


‘The newest song which the singers have,’ 


they will be afraid that he may be praising, not new 
songs, but a new kind of song; and this ought not to 
be praised, or conceived to be the meaning of the 
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poet; for any musical innovation is full of danger to 
the whole State, and ought to be prohibited.” 


If one must sing a new song, let him be clear that it 
is not a new kind of song—call it liberal arts even 
though it is neither artistic nor liberating. And so 
the wheel comes full circle, and one can acquire the 
degree of Doctor of Philosophy by writing a thesis 
comparing the relative values of three different 
methods of washing dishes. 

What has actually happened is that the necessity 
to defend indefensible specializations has led edu- 
-ators to call black white and insist that these special- 
izations are, after all, merely specialized parts of the 
general whole. Each fragment of curriculum will 
glow with the sacred aura of the liberal arts if only 
its proper surface is polished and exposed to reflect 
the light. No one fragment of the mosaics in St. 
Sophia’s at Istanbul is, of itself, a great work of art; 
but when the whole is viewed, each special bit be- 
comes part of a magnificent picture. So runs the 
argument. And under this specious brand of think- 
ing, liberal arts education has been made to sire the 
most absurd offspring of vocational and profes- 
sional specialization. I submit that common hon- 
esty and decency should lead educators to tell the 
truth about what they are doing, to abandon the fic- 
tion which now so largely makes up the reading 
matter in college catalogs, and to state frankly that 
much of what they are offering under the aegis of a 
liberal education is what liberal education was orig- 
inally—professional education. 


But the argument does not end there. Indeed, it 
has only begun when we reach that point. For then 
we are right where President Burdell of Cooper 
Union stands, and we must meet him on his ground. 
This I propose to do. 

At bottom, the problem of professional versus 
liberal education cannot be resolved by eliminating 
one or the other, or by separating one from the other. 
My contention is that the only satisfactory solution 
of the difficulty lies in achieving the proper seminal] 
relationship between the two. I hold that it is false 
to establish a dichotomy between professional and 
general education; and I hold that it is disastrous to 
build this false dichotomy into an antinomy. To 
turn out from our schools and colleges technicians 
who are ignorant of the arts and innocent of the 
humane studies is to commit cultural hara-kiri—and 
it is little excuse to say that at any rate the sword 
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is technically perfect. It is probably true that the 
technologists of the future will largely determine the 
fate of mankind; and I shudder in horrendous fear 
to contemplate a future which is in the hands of 
technological giants whose power is not subject to 
moral control and whose acquaintance with art and 
literature does not go beyond comics and whodunits. 

Moreover, if these considerations apply in such 
fields as the natural sciences, they apply with all 
the more weight in the social sciences. Will any 
person admit that a man is adequately trained either 
to sit on the bench or to appear before it if his know]- 
edge of the law, however complete and professionally 
adequate, is uncorrected by a single humane impulse, 
unenlightened by a glimmer of the social forces 
which play upon the individuals who pass in review 
before the processes of law? What psychiatrist or 
medical man is worthy of trust if he is unscientific 
enough to disregard the facts of human existence— 
including the value judgments of his patients? Or 
what social worker is ready for professional per- 
formance if his undergraduate and graduate train- 
ing include all available materials of the profession 
and nothing else? 


Fortunately, we do not have to choose between 
competent technicians and incompetent sentimental- 
ists us we establish our notions of the desirable pro- 
fessional practitioner in any field. Having discarded 
that antinomy, we are then in a position to quit 
talking about “General versus Special Education,” 
and to get on with the job of exposing prospective 
professional people to the educational experiences 
which will make them professionally competent in 
every sense of the word. And no person is com- 
petent to perform in his profession unless he is fully 
aware of the meaning of his daily duties in the larger 
social whole. He is not competent in his profession 
unless he brings to it some degree of enrichment in 
his own personality, over and above the technical 
perfection he possesses. If these things were not 
true, then we should quickly abandon the whole farce 
of education and put our future into the hands of 
the electric brain with an army of robots while mere 
men with glands and gray matter put themselves out 
to pasture with the cows. 

In short, my contention is that it is wrong, 
morally wrong, to separate technical and general 
education from each other and then to set them in 
opposition to each other. Instead, we must devise 
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that kind of preparation for each and every profes- 
sion, including social work, in which the learning 
student acquires the skills and knowledge of his 
peculiar professional pursuit while also acquiring 
with these in a single integrated pattern of meaning 
those things which make him an interesting person- 
ality, a responsible citizen, a good homemaker, and a 
constructive member of the world community. Some 
of us, and I am one, would also welcome fuller op- 
portunity for the cultivation of the dimensions of the 
religious life. 

Now, this general difficulty of all professional edu- 
‘ation has its special point of emphasis in education 
for social work. I have been saying that the only 
kind of professional education worth offering is an 
education which turns out not mere technicians but 
men and women. My second argument is that, far 
from being easier, this goal is much more difficult 
to attain in social work education than in many other 
fields. This difficulty derives from the peculiar 
dilemma of the profession. 

By definition, the profession of social work is con- 
cerned with the good life. But by compulsion of 
circumstance, practitioners of that profession must 
devote their energies largely to correcting the uneven 
results of the struggle for the goods of life. There 
is a sense in which the crux of the social work prob- 
lem lies in the effort to prevent the struggle for the 
goods of life from eclipsing the sharing of the good 
life. 

For example, one of the values of the good life 
as we know it in a democracy is the thing we call 
equality of opportunity. But as Judge Jonah Gold- 
stein reminded me the other night, it does little good 
to put a diamond necklace in the window at Tiffany’s 
with a sign reading, “Price $25,000; for sale equally 
to rich and poor.” If equality of opportunity is to 
be effective, that opportunity must be real—not 
theoretical. And since the accepted standards of 
value in this democracy firmly support the ideal of 
equal opportunity, our constant struggle is to main- 
tain the integrity of that ideal in the face of partial 
realization in practice. Much progress has_ been 
made in lowering the barriers of race, creed, eco 
nomic class, and national origin. 
remains to be made. 

Social workers are aware of these things, and good 
educational preparation for the profession develops 
this awareness into understanding. Unless this 
understanding of the contradictory compulsions of 
life’s pressures is adequately developed and fully 
equipped with sound judgment and appropriate 


Much progress 
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attitudes and techniques, the social worker is not a 
fully competent practitioner. Devoting much of his 
time to the task of getting the goods of life for his 
clients, he may lose sight of the good life which is the 
goal; or, keeping his attention on the good life, he 
may forget that a hungry person finds it difficult to 
sing hymns. In his effort to be fully professional 
and objective, he may become calloused and indiffer- 
ent; or, yielding to the natural impulses of concern 


for persons in trouble, he loses his objectivity and 
with it his real opportunity to be of service. 

This dilemma is not limited to social workers, 
but it is of special and peculiar importance to this 
profession. More than any other single professional 
group, social workers must help their clients to face 
successfully the continuing struggle to keep the 
hungers of body and mind from feeding on the corpse 
of the spirit. 





delinquency seen as an interpersonal integration 
has certain implications for treatment 
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N ORDER TO DEVELOP a rational conception 
of treatment of any condition, we need to have 
explicit hypotheses as to what we are trying to 

modify, and how we are to go about it. Then, if we 
are wrong, we at least have some chance of finding 
out what we are wrong about, and if we are fortunate 
enough to be successful we have some chance of 
duplicating the experience. It is in this spirit that 
the following conceptions about the treatment of 
delinquency are presented. They are intended as 
speculative and, hopefully, as provocative, with the 
main attention directed to areas which seem to be 
difficult or obscure. 

Modern psychiatry recognizes that a diagnosis is 
not a fact, but simply a more or less useful construct 
erected about that biological, psychological, and 
sociological continuum called a human being. 

When we consider the wide range of behavior 
called delinquent, and the diverse personalities of 
those who carry on the behavior, we are hard put 


This paper will appear in the official proceedings of the 1953 National 
Conference of Social Work, to be published in the spring of 1954 by 
lumbia University Press. 
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to discover a common thread which links them. In- 
deed, one may well raise the question as to whether 
such a thread exists. It is my assumption that one 
is more likely to find this thread if one considers 
delinquency as an interpersonal integration. Essen- 
tially, this means that we take the two-group as our 
unit of observation and therefore look on delin- 
quency as an interaction between people, rather than 
as a phenomenon occurring principally 7m a person. 

An example frequently given of an integration is 
a dog fight. In studying such a fight, one might 
quite reasonably examine separately the neurological 
and psychological aspects of the behavior of each 
individual dog. A very lifelike and useful sense 
about what is “going on” comes, however, from a 
consideration of the way in which the two dogs are 
interacting with each other. The totality of the 
interaction we would call the integration. 

Making a diagnosis in this conceptual system in- 
volves a shift of our attention from the individual 
to his characteristic mode of integrating interper- 
sonal situations. Since the meaning of the integra- 
tion is derived from the interaction between the two 
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participants, it follows that we become considerably 
more interested in the role of the partner in the 
integration. Typically, for the delinquent the part- 
ner may be a parent, teacher, judge, psychiatrist, 
social worker, or a phantasy figure. Returning to 
our two dogs for a moment, we would assess the be- 
havior of one of them in terms of the behavior of the 
other. Thus, the notions we might have as to what 
is “going on” for a particular dog would depend on 
the behavior of the partner. We would make a con- 
siderably different evaluation if the dog partner were 
a snarling cur than we would if it were a bitch in 
heat. Regarding delinquency as a particular way of 
integrating an interpersonal situation has certain im- 
plications which are relevant to treatment. 

The continued use of an integration depends on 
several factors. It must serve the function of mas- 
tering anxiety and, in addition, it must help to secure 
minimal satisfaction of needs. From a genetic point 
of view, we assume that the early childhood experi- 
ence of an individual provides a setting which facili- 
tates the choice of particular ways of integrating 
interpersonal situations. Of chief importance in 
this choice are the characteristic ways used by the 
parents to avoid anxiety and achieve gratification. 
As the child grows up in the context of these parental 
attitudes, he develops certain expectations of the 
world and along with this a battery of techniques for 
molding interpersonal situations in the light of these 
expectations. The expectations loosely correspond 
to what is usually called superego. That is, they 
represent the aggregate of internalized, parental 
qualities. The battery of techniques for molding 
interpersonal situations may be thought of as in- 
tegrative tendencies, which have as their goal the 
avoidance of anxiety and the achievement of gratifi- 
vation. It is the chief function of these integrative 
tendencies to mold the interpersonal situation so as 
to avoid any responses of the partner which are 
apprehended as anxiety producing. 

A 17-year-old, of an upper middle-class family, 

yas on probation for a serious crime—kidnapping 
and sexually molesting a young girl in the company 
of some other young boys. The crime seemed to 
grow out of an attempt to cope with mounting pres- 
sure toward heterosexual intimacy. He was a hand- 
some, sullen, terribly isolated youngster whose goal 
in life appeared to be to demonstrate that he did not 
“need anyone.” The only events which relieved his 
gloomy impassivity were those occasions when he 
could demonstrate how evil someone else was. On 
evenings when he had nothing to do, the usual lonely 
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state of affairs for him, he would go out driving in 
the family car. On one occasion he located a cruising 
police car and began to follow it. When the police 
noticed they were being followed, they circled behind 
him after some considerable difficulty, and pulled him 
over to the curb. As they questioned him, he rolled 
down the window and insolently blew cigarette 
smoke at them. He triumphantly described this 
story to me as an example of the way in which the 
police picked on him. The father of this boy is an 
aggressive, rejecting, and somewhat delinquent per- 
son. The mother is a weak, inadequate woman who 
controls her dangerous, forbidden impulses by exces- 
sive religiosity. 

Substantial data in this and other cases indicate 
that the smooth and unruffled facade of the most se- 
vere psychopathic delinquent masks considerable and 
potentially overwhelming anxiety. While ordinarily 
appearing to be apathetic, my patient was restless 
and apprehensive in situations which brought him 
into intimate and close relationships with others, or 
where there was a hint of such needs. At those times 
he would cast about for, and almost inevitably find, 
some way of converting the situation into a crime and 
punishment interaction. His anxiety disappeared 
when this was successful. Those things which might 
make anyone else uneasy functioned to make him 
more comfortable. Much psychopathic behavior be- 
comes clearer to us when we recognize that it is 
anxiety-driven. 

Two other features of the case are worth examin- 
ing. The first has to do with the specific sources 
of anxiety. The original crime, that is, the kid- 
napping and sexual molestation, seemed to grow out 
of a profound sense of inadequacy in heterosexual- 
ity. This rested on a base of intense difficulty in 
dealing with his peers or with parental figures in 
any kind of intimate situation. 

A second feature which is valuable in understand- 
ing such a case is to consider that aspect of the inter- 
action which is constructive and gratifying. We are 
quite familiar with the damaging aspects of the de 
linquent integration, but often we do not recognize 
that it is genuinely an integration, that is, a way of 
carrying on a task with another person—the giving 
and receiving of the goods of life. The delinquent 
is as entitled as the rest of us to have it said about 
him, “He is operating at the highest level he is 
capable of at the moment.” Thus, in my patient’s ex- 
perience with the police, we notice the provocative 
ness but may overlook the need to have some kind 
of satisfactory relationship with an authoritative 
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male figure, which also plays a part. For this boy, 
furtive sexual manipulation of a resistive girl was 
the best he could manage in the way of heterosexual 
intimacy at the moment. 


In terms of the defensive aspects of this integra- 
tion, we might say that the goals are to avoid those 
situations which made for anxiety in early childhood, 
chiefly situations of need for care, closeness, and 
intimacy. It is characteristic of puberty and ado- 
lescence that biological and social pressures act to 
foster greater intimacy. And clinically, we find that 
the two groups which burst forth in symptomatic 
flower at that time comprise those who have the 
greatest trouble with intimacy—the schizophrenics 
and the delinquents. The delinquent handles his 
anxiety, as do all of us, chiefly by evoking in other 
people responses similar to those of the parental 
figures—specifically, in this case, rejection and pun- 
ishment. Failing to evoke rejection, for example, 
where there is an atmosphere of persistent good will 
and lack of response to the delinquent’s provocative- 
ness, he can and does engage in other defenses, such 
as aggression, flight, perceptual distortions, and mis- 
interpretations. Another defense is to assume the 
punishing role toward himself. Examples of this 
are the waves of tattooing and self-mutilation one 
sees in training schools. (It is interesting to note 
the similarity in character structure between the 
delinquent and the accident-prone individual. ) 

The common thread of the delinquent integration 
may then be that the partner with whom the delin- 
quent behavior is carried out responds to it conven- 
tionally by punishment and rejection. The teacher 
who upbraids a truant pupil, the policeman who 
beats up a youngster, the community that houses a 
runaway in a jail with adult criminals, the mother 
who sends her disturbing youngster away to military 
school, the community that segregates its delin- 
quents, and the training school superintendent who 
does not notice sadism and red tape, all are dramati- 
cally playing the classic role of the “partner” in re- 
sponse to the delinquent. The delinquent actively 
participates in evoking this kind of response from 
those around him. It is my thought that he does this 
in part because it recapitulates the early life experi- 
nce of rejection, deprivation, and separation char- 
acteristic of the lives of so many severe delinquents, 
and that the process is carried on beyond early child- 
hood principally as a defense, to avoid experiencing 
dangerous dependent needs. 
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We might consider the delinquent’s view of the 
world in terms of this defensive system. It seems 
to me that the rejecting, ungratifying parent of the 
delinquent childhood has, in a sense, become internal- 
ized into a harsh, unremittingly punitive figure. 
Carrying this particular notion about the real nature 
of other people, the delinquent is constantly on the 
look-out to defend himself against dangerous in- 
timacy and to demonstrate that there is no possibility 
of another kind of relationship. Putting it simply, 
he is out to prove that everyone is either a crook or a 
sucker or a rejecting figure. 

As in other neurotic patterns, the tragedy of de- 
linquency is that it is successful, and corrective life 
experience is avoided. Having once been “the chil- 
dren that nobody wants,” the delinquents have ex- 
tremely effective systems for continuing in that role. 
They are particularly perceptive of unworthy mo- 
tives or, putting it another way, of the forbidden im- 
pulses which other people have. All kinds of re- 
lationships are turned into crime and punishment in- 
teractions. Along these lines, I would refer to the 
work of Adelaide Johnson and Stanislaus Szurek. 
They have, using a different theoretical frame of 
reference, pointed out the way in which delinquent 
acting out develops in relation to the forbidden im- 
pulses of the mother; the child acting, as it were, 
both as her agent and whipping boy. 

The defenses of last resort for the delinquent are 
open, aggressive hostility and, finally, flight. For 
some who are particularly vulnerable or who are 
faced with particularly dangerous situations, the last 
resort may be close to the first resort. This is of con- 
siderable importance in any treatment program 
which must be designed staffwise and equipmentwise 
to forestall these episodes as far as possible and to 
withstand them when they occur. 

In the main, this paper will deal with conceptions 
relating to the treatment of youngsters who use this 
particular technique of dealing with people suffi- 
ciently extensively to be called severe delinquents. 
It is worth noticing that one can use an integration 
to a greater or lesser degree. To analogize with 
other psychiatric entities, all of us engage in some 
denial and repression, but only those who go in for 
this sort of thing extensively merit the term hysteric. 
Many of us respond to anxiety, on occasion, with a 
burst of activity and some euphoria, which does not 
make us all hypomaniacs; nor need occasional with- 
drawal and dissociation label us as schizophrenic. 

In discussing treatment I will limit myself to cer- 
tain aspects which appear to be particularly relevent 
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to this group, with the not always warranted assump- 
tion that a substratum of recognized services to 
children is available. 

There are several points of attack for a rational 
treatment program. First of all, as to prevention. 
If it is true that the overburdened, inadequate, re- 
jecting mother, who is already so anxious herself that 
she is unable to tolerate any demands from her 
children, is the kind of mother who raises delin- 
quents, then measures which support such families 
and which foster good community hygiene generally 
will have some effect on the incidence of delinquency. 
It might be pointed out that this kind of syndrome 
can occur in families which are relatively well off 
economically. In these families the anxiety level is 
high by virtue of serious interpersonal difficulties in 
the family, and punishment and rejection are the 
chief techniques used by the parents with the chil- 
dren. All of those things which reduce anxiety levels 
and tend to foster better communication within the 
family and which increase the security of the indi- 
vidual members deserve to be considered as preventa- 
tive of delinquency. 

As another aspect of the prevention picture I wish 
to mention the very important work of Dr. John 
Bowlby? in England. 
study. 


It greatly merits intensive 
Briefly, he has been investigating the effect 
on children of separation from the mother and has 
dramatically demonstrated this to be a severely 
damaging experience, particularly for youngsters 
under the age of 5. Of particular importance to us 
is his observation that even separations of short 
duration produce great changes in object relation- 
ship. ‘These changes are best seen in relation to the 
mother and consist, within as short a time as a week, 
of a period of rage followed by depression, followed 
by an apparent normalcy which is not normal at all. 
In this last period the child has difficulty in recog- 
nizing his mother and has an altered relationship to 
her and other mother figures. Dr. Bowlby notes 
that this latter response may progress to a psycho- 
pathiclike object relation, and if the separation is 
continued too long it may be irreversible. There is 
more than a strong hint here that the custom of re- 
moving a very young child from an unsuitable home 
may be more harmful than helpful, and the practices 
of many protective agencies should be examined in 
this light. 

In a condition such as delinquency, one may 
have several treatment goals. Conventionally, we 


could schematize these goals as follows. First, 
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without changing the integration used by a par- 
ticular patient, we would like to change the con- 
tent of that integration. History is replete with 
sterling examples of people who have used the delin- 
quent integration in socially tolerated ways. It was 
not uncommon for the regular army, in the past, to 
swallow up ex-training-school inmates who became 
good soldiers. The novel, From Here ro Ererntry;,' 
describes beautifully the way in which a delinquent 
culture can operate in a prosocial fashion. 

A second goal of rational treatment may be to 
foster the use of other integrations which are already 
available to the patient. A boy who can make use of 
a schizoid withdrawal, for example, as an alternative 
to delinquency, may be encouraged to spend time in 
a forestry camp or to take up a rural occupation. It 
is to be noted that in these two instances there is no 
thought of personality change. In the first case, the 
patient is helped to use the same integration in a 
different way. In the second, he is encouraged to 
make use of already developed integrative tendencies 
of another character, obsessive, schizoid, or whatever. 


In dealing with an individual delinquent, accurate 
diagnosis is essential. Diagnosis in this sense is a 
term used to describe an extensive assessment of the 
sources of anxiety in the individual, the techniques 
he has of handling that anxiety, and the circumstance 
in which each technique is used. We also wish to 
know about the constructive aspects of these tech- 
niques, as well as the disadvantages. It is quite likely 
that many of the youngsters coming to the attention 
of our courts and social agencies could be dealt with 
briefly, if this process were available early and were 
therapeutically oriented. Drs. Peck and Harrower; 
in the New York City Children’s Court, have demon- 
strated this by offering such a service to youngsters 
at the very beginning of their court experience. Of 
particular interest in this work is the remarkable dif- 
ference in children dealt with immediately after the 
offense instead of after an extensive and often stulti- 
fying court experience. We need to know con- 
siderably more about the ways in which our alleged 
treatment efforts actually operate to make acute con- 
ditions chronic. 

The greatest single advance in treatment we, as @ 
nation, could make would consist of rapid, early, and 
-areful evaluation of each youngster as an individual, 
along with a genuine, consistent effort to supply his 
needs as revealed by this evaluation. Schizophrenia 
has been defined as an acute disease made chronic by 
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hospitalization. One may fear that a similar situa- 
tion holds for delinquency. 

Changing the content of an integration may not 
make it completely nontoxic from a social point of 
view. Many social recoveries from delinquency are 
made in the direction of the fringe social groups, or 
into the nomadic occupations, and so on. 


These peo- 
ple make poor parents. 


They often raise delinquent 
children and are rarely found on the side of the 
angels in community affairs. It behooves us, then, 
to consider a more intensive type of therapeutic in- 
iervention designed to produce more extensive per- 
sonality changes. 


As a first step in this direction, I would like to 
consider at some length the emotional responses to 
delinquents. I am led to this for several reasons. 
Extensive personality change is produced, in part, 
by a modification of the perceptions of the patient. 


To the degree that treatment experiences reinforce 


early childhood experiences, they are damaging, or 
at least not helpful. They-are helpful to the degree 
that they uncover anxiety, build more adequate in- 
terpersonal skills and integrations. An understand- 
ing of our own responses is vital to this process. 
Moreover, it may supply some clues to the question 
of why we do not generally treat delinquents, or have 
so many failures, and why clinics and institutions set 
up to treat them become restrictive and punitive or 
else get into some other line of work. 

In terms of treatment, the potential partner in 
the integration is the therapist, whatever profes- 
sional discipline he represents. The loose term 
“mental health worker” will be used here. Some of 
the factors which make work with delinquents dif- 
ficult for mental health workers are derived from 
the type of personality that chooses this profession. 
Those of us who work in the mental health dis- 
ciplines choose to do so for reasons related to our 
personalities. While this is probably no more true 
for the mental health worker than it is for bartend- 
ing or civil engineering, it is particularly important 
in that the major operating instrument is the per- 
sonality of the therapist. We are forced to be ex- 
tremely interested in what this personality is like. 

It is probably even more dangerous to generalize 
about mental health workers than it is to generalize 
about delinquency. I would like, however, to point 
to some of the motivations which, it seems to me, are 
particularly hampering in terms of working with an 
aggressive anti-authoritarian acting-out person. 
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The need to help might be described first on this 
list. It is not new or remarkable to observe that 
part of this motivation stems from a desire to get 
help with one’s own problems. One of the motiva- 
tions for entering the mental health disciplines cer- 
tainly is such a desire. This can be accomplished 
fairly realistically, to the degree that one is brought 
closer to professional sources from which this help 
might be gained. On an unrealistic level, many of 
us try to provide patients or clients with what we 
feel we need for ourselves. This sort of vicarious 
gratification has some advantages in that it aids us 
inempathizing. It provides, however, very unsteady 
motivation for working with groups who are ex- 
tremely resista?.t to thinking of themselves as need- 
ing help, whose own self-perceptions do not allow 
for weakness or for accepting anything from another. 
Enforced intimacy may often cause the delinquent to 
panic. Moreover the therapist, in tedious and un- 
rewarding work with quite resistant cases, may often 
have his need to help severely frustrated. The de- 
linquent is thoroughly familiar with the gambit that 
begins with “I want to do something for you,” that 
has as its middle stage “Why are you so bad as not to 
let me help you,” and terminates with “You are evil 
because you have not let me help you.” 

A second hampering security system on the part 
of a person doing therapy with delinquents might be 
assigned to the omnipotent-obsessional control de- 
partment. Many of us are comfortable only to the 
degree that we can know what ails everyone around 
us. Our frequent lapses into jargon and assorted 
other intellectualizations are evidence of this. Prob- 
ably this is related to anxiety stemming from cur own 
helplessness. The use of verbalizations and intel- 
lectualizations to deal with this helplessness is a 
relatively neutral device if we are working, let us 
say, with an obsessional neurotic. I say neutral be- 
cause it is clearly not therapeutic. It is, on the other 
hand, disastrous if we are working with an acting- 
out delinquent. In such cases we are apt to be fre- 
quently and nakedly helpless. Our verbal or intel- 
lectual efforts to regain control are rarely effective 
in these instances. 

A third source of difficulty is the common tendency 
to use the delinquent for vicarious gratification of 
hostile, erotic, and sadistic impulses. Very often the 
obligation to be good, understanding, friendly, con- 
cerned, interested, and nice, burdens the mental 
health worker with the need to not notice his own 
hostile or sexual impulses. Being by nature people 
who handle things with our intellectual and verbal 
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apparatus, we are inevitably gratified by the be- 
havior of a group who handle similar feelings with 
their motor apparatus. Out of this has grown what 
seems to be a dangerous myth; that is, that the de- 
linquent does what we would all like to do. The 
myth is in some ways correct, but it contains an 
incorrect assumption. That is, that these represent 
not only what we would ike to do, but what some- 
how, if we could free ourselves of the shackles of 
civilization and the restraints of our neurotic inhibi- 
tions, we all would do. 
to recognize that our neurotic inhibitions foster this 
hostility and sadism and do not represent simply 
the fetters which keep them in chains. 

Another difficulty in this area has to do with the 
fact that often people who enter these disciplines 
come from middle-class backgrounds. It is often 
true that there are marked differences between mid- 
dle-class value systems and those of lower-class, de- 
pressed, or marginal groups. Moreover, there are 
differences in communication systems—words have 
different meanings. 
always alert, in an interview situation, to establish 
mutually agreed upon meanings and to have as ex- 
plicit as possible the goal both of the interview 
situation and the person’s life. As one moves out of 
one’s own socioeconomic niche in society, this prob- 
lem becomes more acute. This may explain why 
someone who had, or has, one foot in the delinquent 
world, often makes the best therapist. 

Finally, we are often hampered by our own prob- 
lems in dealing with authority and may, as a result, 


It seems to me more correct 


Needless to say, one must be 


be extremely repressive or overpermissive with our 
patients. It is not at all uncommon for a mental 
health worker to implicitly allow riotous gratifica- 
tion on the part of the delinquent, meanwhile storing 
up tremendous hostility to the point where the rela- 
tionship explodes and treatment is discontinued. It 
would not be unreasonable to assume that the selec- 
tion of the trade of helping others, and the addi- 
tional selection of that aspect of it having to do with 
children, would attract people who are struggling 
with problems of their own relationship to authority. 


What do these observations mean? There is noth- 
ing new or startling in discovering that mental 
health workers, as well as assorted other people, are 
motivated in the choice of their professions by cer- 
At the same 
time, it is also true that one needs to be particularly 
alert in this field to the special kinds of motivations 


tain emotional needs and attitudes. 
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described above. They form part of the emotional 
atmosphere in which the delinquent continually lives, 
and which are partially responsible for his coming 
to grief in therapeutic relationships. The difficul- 
ties encountered in setting up treatment programs 
for delinquents are, I am certain, related to the above 
attitudes in communities and professionals alike. 

A rational intensive treatment program might 
start, then, by choosing people who are sufficiently 
secure to stand the delinquent gaff. Having chosen 


such people, the program will support them in a 


variety of ways. It is wise and correct to encourage 
in such a group a spirit of adventurous exploration. 
We are nowhere near knowing all of the answers, 
and one should not be burdened by the need to know. 
All of the groups which I have seen that seemed to 
me.to be doing a good job had such a spirit. Even 
under these circumstances, dealing with constantly 
rejecting and acting-out kids can be very hard to 
take. It is vital that he have constant supervisory 
support which helps him elucidate and deal with his 
emotional responses to this difficult group. 

Part of the attitude expressed by the phrase “If 
you don’t want me, I don’t want you,” has been 
dignified by theoretical statement. These are the 
cases which are closed for “gross social pathology.” 
While no one can begrudge us our self-righteousness 
when we close a case because the client does not want 
help, those interested in the public weal might 
wonder if something else could have been done. It 
is worth noting that several groups have been suc- 
cessful in devising techniques for dealing with this 
extremely resistive population. I might cite the 
aggressive casework program which is going on in 
New York City, where repeated home visits are made 
in the face of constant rejection, and where there has 
been elaboration of techniques for discovering how 
to render those services which apparently are 
minimal but symbolically are extremely important. 
The problem of the resistant client has been attacked 
in other ways on the west coast ® and also in New 
York City,® by using detached group workers to work 
with adolescent gangs. It does seem clear that the 
chairborne worker is not equipped to deal with the 
more demoralized client. 

Social work seems to me to be a skill in its own 
right with a body of knowledge and techniques dis- 
tinguishable from those employed in individual psy- 
chotherapy. It has a vital place in delinquency pro- 
grams in its own right. 

Particular attention needs to be paid to the prob- 
lems of working with courts and law enforcement 
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officers. Iam not certain that the separation between 
probation workers and social workers is advisable. 
No matter who works with an acting-out youngster, 
he must come to some terms with the problem of 
authority if he is to be useful. Passivity or covert 
indulgence is no more helpful than engaging exclu- 
sively in limit-setting and restriction. The addition 
of psychiatric services to a bad court will not make it 
a good court. Humanity and justice, as well as re- 
spect for the legal rights of the individual, must be a 
part of the legal system. A clear distinction as to 
the roles of diagnosis and treatment on the one hand, 
and fact-finding and the administration of justice 
on the other, is necessary. 

Basically, good treatment service to delinquent 
children consists in providing good treatment service 
toall children. The tendency to build residences and 
training schools distant from the homes of those 
being served is deplorable. The observation that 
small, decentralized programs are uneconomical must 
be met with the comment that it is even more uneco- 
nomical to buy something at a lower price—in this 
instance, effective treatment—and not get it. Insti- 
tutions which are removed from the main stream of 
community life are apt to become insular and self- 
centered. <A staff working with delinquents needs to 
get affection and gratification somewhere, and a very 
strong ingroup which sets itself up as opposed to the 
inmates may develop if the institution does not have 
living ties to the community. 


The concept of a defense in depth on a community 
level is a useful one. There is the utmost need for 
flexibility in dealing with the more serious behavior 
problems of youngsters. Perhaps this can be related 
most directly to the “acting-out” character of delin- 
quency. It has been suggested in the earlier portion 
of this paper that the hallmark of this condition is 
the tendency to relieve anxiety by action which evokes 
rejection. It follows from this that any treatment 
structure must be flexible enough to cope strategically 
with these defenses and the accompanying anxiety. 
Not only is it absurd to hope to make an omelet with- 
out breaking eggs; it is even more absurd to try to 
hake one without a bow] to catch the eggs in. It is 
inreasonable to ask that treatment. be carried on by 
aworker who ts constantly threatened by the prospect 
that some youngster on his case load will require 
detention facilities or a foster home which do not 
exist. 


We have mentioned that delinquents are character- 
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ized by dependency anxiety. It follows, from this, 
that those working with them need to be aware of the 
amount of intimacy or distance possible without pro- 
ducing panic. A number of techniques are available 
for reducing intimacy in a way which is not damag- 
ing to the self-esteem of the youngster. Habitually, 
in his home environment intimacy is reduced by 
punishment or rejection, and in the community it is 
reduced by red tape and segregation. It is a test 
of the therapeutic skill of the worker that he find 
nondamaging techniques for “cooling off” the rela- 
tionship. Redl and Wineman,’ in their books, have 
described a battery of such devices. They also have 
described a number of techniques for therapeutic’ in- 
terference with unacceptable “acting out” that are 
invaluable. ‘These techniques are distinguished by 
being ego supportive and by not repeating early 
traumatic experiences. 

The advantage of a defense in depth becomes ob- 
vious. If treatment facilities are available on the 
school, child guidance, court, and institutional levels, 
if they are integrated with each other and to some 
considerable degree staffed in a free-flowing way by 
the same personnel, there is an opportunity for a con- 
tinued comprehensive treatment program. Anxiety 
levels are reduced and continuity of relationship 
with a treatment team is maintained. It is the trag- 
edy of our treatment services that they duplicate in 
many instances the pathogenic life situation. Very 
often, as Redl has pointed out, our treatment process 
consists in making someone sick, curing the sickness 
we have created, and then discharging him as if we 
had somehow effected a remarkable change in his 
basic problem. Increased knowledge of the way the 


delinquent integrates interpersonal relationships 


may eventually help us to stop this unhappy process. 


1 Johnson, Adelaide M. and Szurek, 8S. A.: The genesis of anti- 
social acting out in children and adults. The Psychoanalytic Quar- 
terly 21: 323-343, 1952. 

2 Bowlby, John: Some pathological processes set in train by early 
mother-child separation. Journal of Mental Science 99: 265-272, 
April 1953. 

3 Jones, James: 
1951. 861 pp. 

+A description of this work was given at the 1954 annual meeting 
of the American Orthopsychiatric Association. 

5 Robinson, Duane: Chance to belong; story of the Los Angeles 
Youth Project, 1943-1949. New York: Woman’s Press, 1949. 
173 pp. 

6 Overton, Alice: Aggressive casework in Reaching the unreached. 
New York: New York Youth Board, 1952. 151 pp. (pp. 51-61.) 

7 Redl, Fritz and Wineman, David: Children who hate; the dis- 
organization and breakdown of behavior controls. Glencoe, Ill. : 
Free Press, 1951. 254 pp. And Controls from within; techniques 
for the treatment of the aggressive child. Glencoe, Ill.: Free Press, 
1952. 332 pp. 


From here to eternity. New York: Scribner’s, 


55 











nooood 
ooo o 


BROOKLYN PARK 











a=. ee 


ODENTON 
ST. MARGARET'S 


PAROLE 


TERE 
; SRO SSH080 
ANNE ARUNDEL COUNTY’S ; ? FeO 1 E aad 


HEALTH PROGRAM 
provides these clinics for 
mothers and children 


Cancer 

Cardiac DAVIDSON VILLE 
Cerebral Palsy 

Child Health 

Dental 

Epilepsy 

Hearing 

Maternal Hygiene 

Mental Health 

Obstetrics 

Orthopedics 

Pediatrics — 
Plastic — 
SOUTHERN 


Rheumatic Fever 

Speech | 
Tuberculosis 
Venereal Disease 














CHURCHTON 


Health Centers using ‘\ 


schools as headquarters 





CHILDREN @® MARCH-APRIL 1954 

















Anne Arundel County, Md., proves 


how public health programs can 
function with new vigor when 


CITIZENS TAKE HOLD 


WILLIAM J. FRENCH, M.D. 
Health Officer, Southern Health District, Baltimore, Md. 


J. HOWARD BEARD, M.D., M. P. H. 
Health Officer, Anne Arundel County, Md. 


HE TRUISM that a chain is as strong as its 
weakest link has too long applied to citizen 


participation in health and welfare programs. 

Desultory citizen interest cannot benefit a county 
health program, and yet the process of arousing con- 
tinuing interest and support has been a difficult and 
frequently insurmountable obstacle. 

Yet it is recognized that one of the aims of public 
health is to educate. The knowledge of how to live 
healthily is not the prerogative of any one group. 
Lay workers are always potentially powerful instru- 
ments in public health education. There is no more 
certain way to spread information and enthusiasm 
than to have interested lay workers pass on their 
experiences to their friends and acquaintances. 

In the State of Maryland, the process of encourag- 
ing lay participation has gone on successfully over 
the past three decades to the point where each of the 
23 counties, plus the city of Baltimore, now have 
some degree of such participation, and each has a 
full-time health officer. 

It is the purpose of this paper to trace the growth 
of lay participation in one Maryland county, Anne 
Arundel, where it has become a particularly effective 
arm of the county health department. 

Anne Arundel County is a sprawling territory, 
largely rural in character. Its only incorporated 
city, Annapolis, is the capital of Maryland. Its most 
urban section is that which borders on Baltimore 
City. The median family income is higher than both 


the State and the national averages. There is some 
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as told to DOROTHEA ANDREWS 


diversified farming, but tobacco is the major crop. 
The county’s eastern border is the Chesapeake Bay, 
and the taking of oysters and fishing are major in- 
dustries. About a fourth of the county’s residents 
are Negroes. 

The county serves as a State field training center. 
It is used for field work by health officers and others 
especially interested in public health who are seek- 
ing masters’ degrees at the School of Hygiene and 
Public Health of Johns Hopkins University. It also 
is a training field for public health nurses studying at 
the Catholic University of America. 

Recognized specialists from Johns Hopkins and 
the University of Maryland conduct special consulta- 
tion clinics in the county on problems arising in the 
maternal and child health and school health pro- 
grams and in maternal and child health clinics held 
by various private physicians. 

The county’s health program since 1939 has been 
partly financed by special funds granted by the 
Children’s Bureau to the State of Maryland for 
maternal and child health and crippled children’s 
services. The purpose of these special grants to 
Anne Arundel County was to enable its health de- 
partment to show what can be done in the field of 
maternal and child health and care of crippled chil- 
dren by an intensive application of all needed public 
health services for mothers and children. 

The county health department’s total current 
budget is $186,617, of which $77,303 is from Federal 
funds. This allocation includes $46,878 for special 
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purposes. The budget represents a per capita ex- 
penditure of $1.45, exclusive of the State’s appropria- 
tions for medical care of indigent and medically 
indigent and for hospitalization. Of this total, 34.1 
percent, or about 49 cents per capita, is from local 
taxes. 


Health Program Slow to Grow 


Three decades ago Anne Arundel County had no 
organized health services. It had a high infant mor- 
tality rate. There was a heavy incidence of diph- 
theria and of tuberculosis. general 
as it is 

There 
was almost no emphasis on the importance of mater- 
nal and child health. 

In 1924, through joint financing by the county 
Department of Education and the Maryland State 
Department of Health, the county got the part-time 
services of a health officer and the full-time services 
of two public health nurses. 


There was no 
Health education 
known today was in its infancy in the area. 


immunization program. 


The nurses began their work in the public schools. 
They found that some children came to classes each 
day sewed into their clothes, which were not washed 
from week to week. Some children were infested 
with head lice; some had impetigo, scabies. 

The nurses undertook wholesale inspections of 
the children. They asked the help of parent-teacher 
groups in weighing and measuring them. They de- 
vised a tag system to promote physical cleanliness. 
Each child who was inspected received a tag with 
his name, age, height, and weight. The tag carried 
a health motto, such as “Wash your hands before 
eating.” The children wore their tags home and, 
in time, began to come to school cleaner. 

The nurses and part-time health officer moved to 
immunization. 

With the help of a local physician, who was a mem- 
ber of the county school board, they went over the 
county, inoculating against diphtheria. 

Again the parent-teacher groups were approached. 
They were told that many babies were dying simply 
because their mothers didn’t know what good health 
They learned that if they could 
find quarters, clinics could be held, where mothers 


practices were. 


could bring their babies, and could, themselves, get 
Pre- 


school children, too, could come to the clinics and be 


help in the prenatal and postnatal period. 


examined for the many childhood diseases that are 
common to those early years. 
The first clinics were held at a desk in a local 
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bank. Parent-teacher association members volun- 
teered as chauffeurs to bring children to them. 

A new fire department building was erected and 
the nurses got room on the first floor for clinic space. 

The interest aroused in this program spread from 
parent-teacher groups to church groups, to individ- 
ual citizens, and to the county commissioners. All of 
these groups worked, as did the Maryland State 
Department of Health, to get the services of a full- 
time health officer for Anne Arundel County. One 
was assigned to the county in 1930. 

The health officer and the chief nurse appeared 
before women’s clubs, parent-teacher groups, service 
clubs, civic organizations, to point out how the 
county’s health program was hampered by makeshift 
arrangements ; how communities could benefit if each 
had its own center for health activities. 


First Health Center Donated to Community 


This program of health education bore first fruit 
in 1937, when a well-to-do resident of the county 
built and equipped a health center which she turned 
over to St. Margaret’s district, in which she lived. 
She also paid the full-time salary and the travel of 
a public health nurse for several years. 

The donor made two stipulations in her gift: 
the center was to be used to maintain and improve 
the health of the community through the employment 
of modern public health methods; and to improve 
and enrich the family and social life in other, addi- 
tional ways. 

At the time St. Margaret’s was getting its well- 
equipped health center, the health department was 
holding monthly maternal and child health confer- 
ences in the Magothy district in the home of a Negro 
midwife. The conferences were well attended. In 
the summer, women and children waiting to be seen 
overflowed into and filled the yard of the house. 
The waiting throng attracted the attention of women 
on nearby Gibson Island, as they went to and from 
Baltimore. They approached the county health of- 
ficer to see if they could help to find more suitable 
quarters for health conferences. The health officer 
and chief nurse explained their need for a health 
center for Magothy district. 

The Gibson Island women enlisted the help of men 
in the area. They found 
owner agreed to rent it. 


an empty store, whose 
They held bake sales, 
dances, bingo parties, rummage sales. They incor- 
porated as the Magothy Health Association and set 
about remodeling the store, arranged for its finan- 
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cing as a center. The ladies donated furniture for 
the building, painted its interior, got the help of the 
Garden Club to landscape and maintain the center 
grounds, and when the health center was ready for 
occupancy, turned it over to the country health de- 
partment. Recently the Kiwanis Club raised $1,500 
to finance an addition to house X-ray equipment for 
the center. 

The unwritten agreement with this, as with all 
other health associations which have been established 
in Anne Arundel County, has been that the county 
health department will use the center as a local point 
from which health activities can radiate, will hold 
clinics, and will furnish the medical and nursing 
personnel and some of the working equipment, that 
the nurse will work with the community through the 
center; the health association, for its part, maintains 
the center in clean condition, keeps it heated and 
lighted, and finances necessary improvements. 

The growth of the health centers will be traced in 
some detail here, because the communities in Anne 
Arundel county which produced them have different 
characteristics and different needs. The variations 
reported here are believed to be characteristic of com- 
munities enywhere in the country, to which the same 
principle of citizen participation is applicable. 

The development of each center had these things 
in common : 


1. The venture was always privately financed, and 
the method of collecting funds was limited only 
by the ingenuity of those eager for community 
health service. Anne Arundel County residents 
have held gun shoots, oyster roasts, dog shows; 
solicited door to door, held dances, lunches, din- 
ners, popularity contests; sold ads; distributed 
May Day baskets; distributed miniature aprons 
asking a penny per inch of waist measurements 
(some contributions were $5 per individual). 

2. Each center development represented the com- 
munity. A health association should represent 
merchants, doctors, ministers, women’s groups, 
parent-teacher groups, service organizations, 
civic groups. Worthy as one organization’s ef- 
forts might be to provide for the whole com- 
munity, the degree to which the community will 
respond is going to be in direct ratio to the 
degree to which the community is involved. 


County Health Program Adapted to Need 


The composition of the communities themselves 
varies widely. St. Margaret’s district is composed to 
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some extent of wealthy residents, with a Negro popu- 
lation made up largely of domestic workers and day 
laborers. At the time the center came into existence, 
there was a high incidence of tuberculosis and of 
premature births among the Negroes. The Negroes 
have used the center to a great degree, while the 
white residents, for their part, have financed center 
developments. Probably because of their high eco- 
nomic status they have not used the center. A health 
association to finance the maintenance of the center 
was established in the middle 1940’s. Up until that 
time, the center was financed by its original donor. 
Recently a Negro was named to the board of that 
association. 

In Parole, where the population is predominantly 
Negro, the move for a health center was partially 
sparked by an elementary school principal who be- 
lieved “every child has a right to be born a healthy 
child.” He told his parent-teacher group that many 
children were being denied this right because of 
inadequate prenatal care. 

Leaders in the community soon were pitching in to 
convince the citizens of Parole that the health de- 
partment, operating from its tiny and makeshift 
quarters, could not provide the service the community 
needed, but, given adequate facilities, was ready and 
willing to expand that service. 

Contributions and support came both from white 
and Negro residents of the area. A center was finally 
constructed a few years after World War II. Be- 
cause most citizens of Parole must watch their 
pennies carefully, the health instruction given to 
parents is always carefully geared to their resources. 
They see how an empty fruit crate can be converted 
into a baby bed, how a crib pad can be lined with 
newspapers. 

Partly at the instigation of the Parole Health 
Association, a series of five lectures on public health 
is given annually to students at the Negro high school 
by members of the health department staff. Ground 
work laid by the school faculty has added to the suc- 
cess of the course. Chest X-rays and blood tests are 
given in conjunction with the lectures, to emphasize 
the importance of health examinations for the stu- 
dents. Any student who needs medical attention is 
referred to his family physician and his case is fol- 
lowed up by the health department. 


Wartime Industrial Expansion a Factor 


At Glen Burnie, the need for a community health 
center was brought into sharp focus during and after 
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World War II, when a great many people moved in to 
work in industrial concerns in and near Baltimore. 
Preschool “roundups” and maternal and child 
health conferences, held by the county health depart- 
ment in a room in the local Masonic hall and sup- 
ported by the health association, were demonstrating 
what a health program could give the community. 
Glen Burnie’s Health Association, with the aid of the 
Glen Burnie Improvement Association, convinced 
the community that a health center was a necessity. 
; With some $50,000 
that they raised, the association built one of the 


The school board deeded a site. 


largest and most completely equipped centers in the 
whole county. A wide variety of health activities is 
being carried on in this center. 

At Odenton, clinics were held for many years in 
the home of a Negro midwife, later in the basement 
of the local school. In 1943, a plastics manufac- 
turing company moved into the Odenton district. 
Its president began to take an interest in the center. 
First he paneled the rough walls in the basement 
clinic. Subsequently, he offered to make a substan- 
tial contribution if the Odenton group was interested 
in building its own center. residents 
donated land and the plastics firm erected a center, 


Some local 
at a cost of $50,000, which was turned over to the 
local health association. 

the Odenton Health Center also co- 
operate with the nursing staff at nearby Fort Meade, 
who care for dependents of military personnel. 


Nurses at 


When patients, largely maternity cases, are released 
from the Fort Meade hospital to homes in the Oden- 
ton district, they get postnatal 
through the Odenton center. 


followup care 


Outbreak of Disease Spurred Health Efforts 


In southern Anne Arundel County, where not 1 
community but about 10 “country-store” areas were 
to be served, community support for a health pro- 
gram was slow to develop. One factor in the lag 
was that clinics were being held in one of the 
“country-store” areas, and that residents of the rest 
of the felt this “their” health 
program. 


section was not 

It took a case of typhoid fever, after which be- 
tween 600 and 700 area residents sought immuniza- 
tion at the clinic, to arouse community fervor for 
better local health facilities. A Lions Club took the 
lead, aided by some indefatigable women in the 
community. Foundations and walls 


were dug 


erected by free labor. The new center is located be- 
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tween communities, and is now enthusiastically 
supported by southern county residents. 

At Davidsonville-Mayo, a local health association 
set up its first health center in an abandoned store 
in the most primitive of surroundings. The services 
of a neighborhood carpenter were enlisted to build a 
privy; men in the association tacked up beaverboard 
partitions in the center; an oil stove was brought in 
to heat the building. Within the last year, ground 
was broken for a new one-story health center which is 
being constructed at an estimated $6,500 cost, all 
locally raised. 

Brooklyn Park, which borders on Baltimore has 
had an extremely heavy influx of new residents. 
Starting in the late thirties, the newcomers created 
many problems for the health department. Some 
had to be cajoled to bring their children to child 
health conferences. It was only when a case of 
diphtheria was reported in the area and an epidemic 
was threatened that some parents were persuaded to 
have their children immunized and vaccinated. A 
health association has since been formed, and now 
operates a health center which is housed either in 
an elementary school or a firehouse, depending on 
the weather and whether school is in or out. The 
board of education has agreed to give the health 
center quarters in a new junior-senior high school 
now being built. To equip its new space, the asso- 
ciation has raised about $10,000. Health officials, in 
addition to their regular services, hope to use this 
center in a demonstration project for health services 
for the older school-age child. 

The South Shore Health Association, also, is with- 
out its own center. Clinics were first held in a 
church, but through the cooperation of the health 
and education departments are now held in the Mil- 
lersville School annex. 


Health Associations Have Similar Setup 


As now constituted, the health centers provide full 
geographic coverage of the county. Each center is 
manned by a full-time senior nurse, who usually has 
an assistant nurse to help her. 

The organization of these local health associations 
varies from district to district, but the purpose 
stated by the Southern Anne Arundel association's 
bylaws is the general pattern of all: 

“The purpose of this association shall be to estab- 
lish and maintain a health center with suitable head- 
quarters to create and foster a community conscious 
ness in the area served, to lend assistance in proper 
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health and welfare work, and to cooperate with the 
county health department in all matters for the bet- 
terment of the community.” 

All but 2 of the 10 groups finance their operations 
by raising funds in the community. The exceptions 
are the Odenton Health Association which recently 
voted to join the community chest and the Parole 
association, which is still paying off a mortgage, and 
receives partial support from the chest. 

A monthly association meeting will include a dis- 
cussion of financial status and a report from the 
nurse who is in charge at the center. Her report is 
a recital of what has gone on since the last meeting, 
but may also include a plea for more equipment or 
point to the need for for the 
community. 


association action 


Health Centers Not Sole 
Community Interest 


The interest of one lay health group was stimu- 
lated to find how many handicapped children lived 
inthe county. This information was turned over to 
the health department, and arrangements were made 
to form a special class to teach children with cerebral 
palsy. 

Classrooms and teachers were provided by the 
county board of education, while the health depart- 
ment provided an orthopedic specialist, a speech 
therapist, and a medical social consultant. A lay 
association of mothers of spastic children and other 
individuals transports children and furnishes special 
schoolroom equipment. It also operates a nursery 
school, to prepare crippled children for entrance into 
regular school classes, when they are ready. 

More than 100 active volunteers are working in 
some capacity in the county’s health centers. Others 
are working in the schools. They are trained by 
members of the health department staff for their 
jobs, and understand that by volunteering they free 
the nurses to devote more of their time to nursing 
duties. 

They have taken over such duties as weighing 
patients, keeping record cards, helping patients dress 
and undress, acting as receptionists in the centers. 

In the schools, special teams of lay workers have 
been taught to help in the testing program. One 
volunteer, herself a graduate nurse, does electro- 
cardiograms. Teams have been trained in vision 
testing, in using audiometers to test hearing, and in 
During the 1952-53 
school year, for example, 96 volunteer workers gave 


working with spastic children. 
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1,642 hours and screened 7,932 children in hearing 
tests. They found more than 500 children who 
needed further testing to determine whether their 
hearing was normal. 

Civic groups in the county also have been active 
in the health program. The Lions Club in almost 
every community has a fund to buy children’s glasses, 
and many of these clubs also are buying shoes. The 
Odenton School PTA supplied a dentist, working 
out of the health center, to care for the teeth of chil- 
dren in the lower four grades of the elementary 
school. The Kiwanis Club arranged to finance a 
dental clinic when State funds were limited. The 
homemakers clubs take on centers as their “project,” 
to supplement the association’s work. The Glen 
Burnie Kiwanis Club recently started a “loan closet” 
with an invalid’s chair for community use, and has 
asked for other similar contributions to the center. 
The Christ Child Society each year buys Christmas 
presents to be distributed through the center to its 
needy patrons. The League of Women Voters and 
the Women’s Club of the county cooperated with the 
county health department in sponsoring the first in- 
stitute on venereal disease ever held in Anne Arundel 
County. Both the local chapter of the National 
Council of Jewish Women and of the Order of the 
Eastern Star have purchased audiometers. This 
list is not all-inclusive. 


Lay Council Coordinates 
Community Program 


The Anne Arundel Lay Health Council, which was 
created in 1946, serves a dual function: it is the 
medium through which members of the health asso- 
ciations exchange information on programs and 
future plans; it is advisory to the health department, 
and is kept informed by the department of its pro- 
gram and needs. 

Represented on the council are members of each 
local health association, of voluntary health agencies, 
such as tuberculosis associations, mental hygiene, 
cancer, heart, ete., of parent-teacher organizations 
and other civic organizations, and individuals inter- 
ested in promoting health in Anne Arundel County. 

This council is a recognized and respected spokes- 
man for the community on its health problems. It 
paid the salary of a part-time replacement for a 
nurse so she could get additional training at the 
University of North Carolina, and successfully laid 
before the Anne Arundel County commissioners a 
plea for funds for five additional new public health 
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In Anne Arundel County’s health program, which is strongly mother-and-child centered, 1,011 infants and 1,984 preschool chil- 


dren were seen in clinics in 1952. 


In addition, 1,898 school children were examined by physicians, and inoculations against 


diphtheria were given to 4,209 children, and against smallpox to 823. 


nurses for the health department. When it appeared 
that the State legislature might reduce the amount 
of the medical care appropriation available for the 
care of the indigent, the lay health group aided in 
obtaining action against the cut. 

When the health department proposed to An- 
napolis city government heads that fluoride be added 
to the city water supply, the council, fully advised 
of the way the plan worked elsewhere and of its 
benefits in the prevention of caries, supported use of 
fluoridation. 

The council also has supported the health depart- 
ment program directly. From its earliest organized 
activity, the department had been housed in make- 
shift quarters. It had space in various public build- 
The 


desperate need for permanent headquarters, also 


ings, was subject to both moves and evictions. 


housing a health center for Annapolis, was repeat- 
edly emphasized both to the council and to other com- 
munity groups. The chairman of the lay health 
group and a representative of the county women’s 
club made a joint broadcast urging public support of 
an Annapolis center. The women’s club turned over 
their own building fund to help finance the structure, 
and the council supported plans for a building bond 


issue for the building. With local, States, and Fed- 
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eral aid, a new health center was erected in Annap- 
olis early in this decade. 

The council, and its member associations, are kept 
advised, not only of health department problems and 
community “projects” but also of new medical and 
scientific advances which, if everybody works to- 
gether, Anne Arundel may have. 


Health Department Draws on 
Other Resources 


The health department also works closely with 
four other community-focused advisory committees: 

1. The medical advisory committee of the county 
medical society, a liaison group with whom programs 
involving medical services are discussed, as are prob 
lems of mutual interest to private practitioners and 
the health department. 

2. The medical care committee, composed of repre- 
sentatives of the medical, dental, and pharmaceutical 
professions, the welfare department and the lay 
health council. This committee keeps abreast of de- 
velopments in the State program for the care of the 
indigent and the medically indigent. 

3. Council for Services to Children and Families, 
composed of all official and voluntary agencies pro- 
viding any service for children in Anne Arundel 


CHILDREN ® MARCH-APRIL 1954 





—_ 


<> em — 


— ~*~ 





nst 


ip- 


apt 
nd 
nd 


to- 


vith 
ees: 
inty 
ams 
rob 

and 


pre- 
tical 

lay 
f de- 
f the 


ilies, 
pro- 


indel 


, 1954 





County, including the health and welfare depart- 
ments, board of education, the Salvation Army, the 
Red Cross, the Association for Crippled Children, 
the Lay Health Council, parent-teacher organiza- 
tions, and the juvenile court. This council correlates 
children’s services and studies ways in which they can 
be expanded or improved. 

4. Health-Education Council, composed of repre- 
sentatives of the county health and education depart- 
ments, the schools, the Lay Health Council, and the 
county-wide parent-teacher association. This coun- 
cil formulates the program of school-health services 
and keeps abreast on their current operation. 

The school-health program which the council over- 
sees and which was jointly agreed on by the health 
and education departments is beamed at total health 
evaluation. 

The aim of the program is twofold: 

1. To develop an educational program consistent 
with each child’s physical, mental, and social poten- 
tialities and capabilities. 

2. To determine at the earliest possible time, the de- 
velopment of disease or disability. 

The emphasis in mental health aspects of the 
county health program is to find emotional dis- 
turbances in children at an early age, and to inter- 
cept and alleviate the factors which cause these 
disturbances. 


Wide Variety in Current Health Program 


From its very humble beginnings in the schools, 
and because of all the factors cited in this paper, the 
Anne Arundel County health program now has 
grown to include the clinics cited in the map accom- 
panying this article. In addition, a continuing 
study is being made of premature infants, and the 
health department is participating in a State-wide 
study of home accidents. 

Citizen participation has played a vital role in the 
development of this program, but it has not yet 
reached the millenium in Anne Arundel County. 
There are still some people who do not use health 
center facilities, nor join in health 
activities. 

On the other hand, public health in Anne Arundel 
County today is not just organized community effort 


association 
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expressed through an agency doing something about 
health, but an organization of the public themselves, 
with the aim of abetting and aiding their own 
health. 

The health program itself is not impervious to 
change. It should be possible, without departing 
from current programs, to expand the program into 
the problems of the aging, into providing general 
rehabilitation and into the diagnosis of other specific 
disease entities. 

The health officer must carry much responsibility 
for the solid development of community participa- 
tion in community health, but no health officer can do 
the job by himself. He must have solidarity in his 
staff, an understanding and enthusiasm among them 
for the job to be done. 

This understanding and enthusiasm must also in- 
fect the community but the community must be al- 
lowed to participate at its own pace and in its own 
proportions. As one of the public health nurses has 
put it: “You can’t ask them to do too much at one 
time, but on the other hand, you have to have some- 
thing new ready for them to do as soon as they finish 
the task at hand; otherwise they lose interest.” 

As long as the health department maintains a 
vigorous leadership in all professional matters, the 
public will welcome that leadership. The average 
layman looks to the professionally trained person for 
guidance on matters in which he has little technical 
information. 

The numbers of people who need to be drawn into 
a lay health group in order to make it function need 
not be large. They must, however, represent a 
nucleus of the community, a cross section of its life, 
ready to enlist their neighbors, friends, business ac- 
quaintances in something they are convinced is good. 
As one community leader put it, “The more people 
you can talk to, and get on your side and let them do 
the talking for you later on, the better off you are.” 

A county health department should be like an 
old shoe to the people it serves. 

It must fit. It must be maneuverable. It must be 
something the people are comfortable in using. 

Recognition of this fact has helped build a solid 
structure of citizen participation in a county health 
program in Anne Arundel County, Md. 
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CASEWORK WITHIN AN 
INSTITUTION 


MORRIS F. MAYER, Ph. D., M.S. W. 
Resident Director and Case Consultant 
Bellefaire, Cleveland, O. 


ASEWORK WITHIN AN INSTITUTION is 
the application of basic casework methods to 
the institutional setting. Like any other form 

of casework it has a dual orientation: (1) to discover, 

diagnose, and if possible change the factors within 

the environment that lead to maladjustment, and (2) 

to discover, diagnose, and change the factors within 

the individual’s personality that lead to maladjust- 
ment. Like casework in other settings, institutional 
casework can be successful only if the client wants 

to be helped, and if the caseworker can establish a 
relationship with him. Institutional casework is no 
more able than any other type of casework to change 
some of the major sociological, economic, and psycho- 
logical causes of maladjustment. 

In many ways casework in an institution resembles 
casework in a child placement agency, in a child 
guidance clinic, in hospital and other settings. As 
in all placement work, intake is a very important and 
crucial part of the casework function. The decision 
to place a child away from home, the decision to place 
a child in an institution rather than in a foster home, 
and finally the preparation of the child and the par- 
ents for the placement are of paramount importance. 

As in all placements, the casework must be done on 
two fronts—with the child, and with his family. 
Although separation is a reality, reunion with the 
family must be a potential goal. We have learned 
through years of experience that it is easier to take 
the child away from the family than to take the fam- 
ily away from the child. As a matter of fact, for 
the average child in latency and adolescence it is well 
nigh impossible to replace parents in his imagery 
and ideation. Therefore, an early diagnostic recog- 
nition of the family’s potential and its ability to 
take the child back is a necessary condition if the 
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child and the family are to be helped to achieve this 
goal. On the other hand, an early recognition of 
the family’s inability to be reestablished as a total 
unit is necessary so that no confusing detours will 
occur which would delay the child’s settlement in a 
substitute family group. Too many institutions keep 
too many children for too long a period of time be- 
cause somewhere along the road the correct diagnos- 
tic decision about the family’s ability to take the child 
back was not made. Rehabilitation of the family, if 
it is to move along concurrently with treatment of 
the child, involves intensive help to the parents, so 
that they may resolve the pathology that led to the 
difficulty in the parent-child relationship necessitat- 
ing placement and at the same time recover from the 
ego deflating experience and recreate their feeling of 
adequacy as parents. 


Specific Factors in Institutional Casework 


Perhaps the most obvious characteristic of insti- 
tutional casework is that the children in treatment 
are always available, that they can be observed not 
only by the caseworker but by other staff 24 hours a 
day. Institutions, therefore, lend themselves to a 
more thorough study and possibly to a more direet 
form of treatment than other settings. 

Another characteristic is the fact that all children 
come against their will. The fear of every child 
of being rejected and being thrust off by his parents 
has materialized for all children in the institution. 
They are unable to deny the fact of being placed 
away from their home and must come to grips with 
the problem of parental rejection. Since the prob- 
lem is universal in this setting, it can be handled more 
easily. 
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Finally, going to the caseworker or to the psychia- 
trist is not a privilege, a duty, or a stigma imposed 
upon the individual children. Instead it is a com- 
mon pattern in an institution, and so the therapist 
meets less initial resistance here than elsewhere. 

The work of the caseworker in the institution can 
be best understood if we consider the 4 major con- 
cepts upon which her work is based, and the three 
major functions which the caseworker in the insti- 
tution must fulfill. 


Concepts of Team, Purpose, Time, and 
Authority 


Team 

Institutional casework is teamwork. The classical 
child guidance team consisting of psychiatrist, psy- 
chologist, and caseworker is also the core of the clini- 
cal treatment of the institutional child. In a more 
particular sense the consultation team between case- 
worker and psychiatrist plays a very intensive part in 
the child’s treatment. The implications of the re- 
lationship between caseworker and consultant psy- 
chiatrist, its effect on the treatment of the child, on 
the development of the caseworker as a professional 
person in his own right, have been discussed fre- 
quently in professional literature by both caseworker 
and psychiatrist... Although it is not unique to the 
institutional setup, there are several specific char- 
acteristics of the team in the institution. 

One is that the team is composed of multiple pro- 
fessional disciplines and specialized lay practition- 
ers. Secondly, it is a rather shifting team, and 
therefore, membership is not static. 

There are three levels of teammates: (1) the 
people whose assignment is to work directly with the 
child, such as caseworkers, cottage parents, teachers, 
and recreational workers; (2) the group of people 
whose assignment is to work indirectly with the child, 
the casework supervisor, group work supervisor, ad- 
ministrators, and principals of schools. The psy- 
chiatrist and psychologist fall in either of these two 
categories. (3) There are the people whose assign- 
ment to children is not predetermined, such as the 
cook, truck driver, gardener, or the farmer. 

In all this the caseworker is the coordinator. She 
must be aware of the roles which the child assigns to 
the many adults with whom he comes in contact, and 
must help those individuals fulfill those roles as con- 
structively as possible. 

It is the child, for instance, who determines which 
adults he selects to be his confidants, and it is he who 
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chooses whom he will invest with parental qualities. 
It may be the cook, the gardner, stenographer, or it 
may be one of the extramural teammates. 

It is very important that the team have an oppor- 
tunity to work together and plan together. One of 
the most important relationships in the team is that 
of the caseworker and the cottage parent. Case- 
workers must see that they do not become “super- 
visors” of cottage parents, and also that they do not 
become “caseworkers” of the cottage parents. The 
total staff must have the feeling of mutual participa- 
tion. If the cottage parents feel that all major 
decisions have already been made by the clinical 
staff and the administration, and that their presence 
at conferences is more or less a courteous democratic 
gesture, they will never really become a part of the 
team. This does not mean that everyone should 
become an expert on everything, but that everyone 
should participate to the degree of his own expert- 
ness. The caseworker has to be sensitive to every- 
one’s desire to make his own unique contribution to 
the development of the child. 


Purpose 


A constant awareness of the purpose for which 
the individual child has come to the institution is 
necessary. The diagnostic intake process must be 
the basis of a treatment plan which establishes the 
purpose of the child’s coming to the institution, and 
the steps to be taken in order to achieve this purpose. 
The caseworker must have this purpose constantly 
in mind, and relate all experiences of the child in 
the institution to this plan. The stay in the insti- 
tution very often doesn’t make sense to the child, to 
his family, and frequently not even to the untrained 
institutional staff. She must constantly reexamine 
the ways in which the institutional program is af- 
fecting the child, and must be alert to the need for 
and possibility of changes in program to facilitate 
his adjustment and treatment. 

Awareness of the purpose of a child’s coming to 
the institution throws a light upon the meaningful- 
ness of all his experiences within the institution. 
Although a number of principles have been estab- 
lished as to which children can best benefit from 
institutions and which cannot,’ still there are many 
children who stay in county homes, shelters, and all 
types of institutions for no other reason than their 
dependency, and for no other goal than to grow old 
enough to live on their own. This is almost com- 
pletely contrary to the modern concept of the pur- 
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pose of an institutional residence which is to treat 
the child, to help him as quickly as possible live in 
a family in the general community.® 


Time 

Because the institutional setting in our society is 
an artificial one in that it does not provide the child 
with the intimate relationships necessary for healthy 
growth, institutional placement should be as short 
as possible as well as being geared to a very specific 
purpose. The time, of course, depends on many 
factors and varies for each child. The caseworker 
more than anyone else, however, must be aware that 
time and purpose cannot be separated, and that 
time is a very important tool in helping the child 
and his parents best utilize the institutional oppor- 
tunities. It is important for a child to see how 
much he has accomplished in a given period of 
time and to set a time in which to achieve other 
developments. 

Granted that it is not possible to predict any part 
of the child’s adjustment at the institution, or the 
time it will take, it is certainly possible to review it. 
Frequent evaluations in which the caseworker takes 
a leading role, interpreting the child’s development, 
restating the purpose of the placement, and judging 
how profitably the time was used are necessary. 

At Bellefaire we have found the semiannual evalu- 
ations of every child, in which every staff member 
working with the child participates and in which the 
projected length of stay is an important question, 
are not only helpful but essential in assessing prog- 
ress and clearing future goals. Such periodic evalu- 
ations can be used purposefully in direct work with 
the child. The caseworker can, for instance, inform 
the child about the forthcoming evaluation confer- 
ence and help the child to evaluate himself. How 
much have we advanced by now? How far do we 
still have to go? This is especially helpful with the 
adolescent who has insight and who shows at the same 
time a great restlessness and impatience in relation 
to his leaving. 

Actually the question of time is in the foreground 
of the mind of almost every child in an institution. 
“How long do I have to stay here?” is probably one 
of the most frequently asked questions. Usually 
caseworkers have to be evasive about answering this 
question. Yet some partial answer can be given if 
one can relate purpose and goal to time, and if one 
helps the child see how far he has gone in relation to 
the length of time he has been in residence. 
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Parents are invited to participate in the thinking 
preceding the conference, especially those parents 
who have conscientiously participated in the intake 
process and in the treatment plan, and those whose 
anxiety is aroused by the child’s problems, and who 
are going to great personal sacrifice to send their 
child to an institution. Progress reports at regular 
intervals are important in sustaining their coopera- 
tion and participation. It has also proven beneficial 
for those parents who would like to use the institu- 
tion as a more or less permanent placement for their 
children, who are ready to remain “Sunday after- 
noon parents,” and who can only be helped to 
take responsibility if they are given time limits for 
placement. 


Authority 


Since institutional treatment is involuntary as far 
as the child is concerned, and has definite educational 
goals, the concept of authority is inseparably con- 
nected with it. The caseworker is identified in the 
eyes of the child with the authority vested in the 
institution. It depends on the diagnostic need of the 
child, and the organizational setup of the agency, as 
well as the caseworker’s own ability, what share of 
the total institutional authority she can assume. The 
question whether authority helps or hinders in a 
treatment relationship has been of concern to all 
therapists.* It can easily become confusing to the 
caseworker in an institution. 

Some caseworkers identify authority with punish- 
ment and resist the assumption of authority not only 
on their own, but also on the part of other people in 
the institution. Other caseworkers are ready to 
assume authority in some areas (granting of privi- 
leges) but refuse to do so in others (denial of privi- 
leges). Some administrators are unrealistic in the 
delegation and distribution of authority among their 
staff, and show little understanding of the case- 
worker’s treatment role and its effect on her ability 
to assume authority. 

Diagnosis and treatment plans for each individual 
child must be the criteria for the total amount of 
authority the child needs in the institution, and for 
The 


organizational effectiveness of the total treatment 


the part the caseworker can exert directly. 


plan must, of course, for the caseworker, as-well as 
any other member of the staff, be a guide in the 
assumption of authority, so that her function does 
not interfere with the assignment of others. 


CHILDREN ® MARCH-APRIL 1954 





ca 





VO 





cesarean sean nomen 





Functions of the Institutional Caseworker 


Having these concepts of team, purpose, time, and 
authority in mind we see three main functions of the 
institutional caseworker: (1) her role as an inter- 
preter; (2) her role as an integrator; (3) her role as 
a therapist. 


Interpreter 


As an interpreter she works with people in the 
environment. She interprets the child to his present 
and his future, to his intramural and his extramural, 
environment. 

A part of the interpretation must be given to the 
parents if the child is to return to them. She helps 
people understand the causes of the child’s behavior 
and the purpose of the child’s treatment. The more 
understanding people have of behavior, the better 
they are able to accept it. The untrained institu- 
tional staff, too, usually needs a good deal of help 
in understanding the mechanism ef projection and 
the child’s need to express hostility. The more 
people can be helped to see that hostility is not 
directed against them personally, that they are more 
or less incidental targets of repressed feelings of 


Bellefaire’s children live in eight cottages, each with its own 
dining room, kitchen, living, and play rooms. The plant, lo- 
cated in a residential area on the outskirts of Cleveland, also 
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hostility really directed against somebody else, the 
less they are apt to develop counter-hostility, and 
the more they can see that there might even be some 
good in the expression of hostility. It is, of course, 
much more difficult to do this with the parents of 
the child, not only because they are part of the cause 
of the behavior, but also because frequently they 
are the victims of the very same causes and their 
defensiveness and inflexibility often makes them 
inaccessible to this type of interpretation. Yet, if 
we want to be successful with children, we have to 
interpret them to their parents so that the parents 
can live up to their role, however small it may be. 
This interpretation to parents has to be part of the 
treatment program itself. 

Finally, the caseworker must be the interpreter of 
the individual child to the other children. This 
usually can be done indirectly through the cottage 
parents who prepare the group for the arrival of the 
child and for special problems which the child may 
present. 

In this, as well as in all other forms of interpreta- 
tion, it is important that the caseworker discuss what 
is good and attractive in a child and as well as what 
is disturbing. 


includes an administration building which houses a library, arts 
and crafts room, and woodshop; Alumni Hall, with gymnasium 
and swimming pool; and chapel. 
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Integrator 


Institutional staff members want to know not only 
why a child acts the way he does, but also what role 
they can play in order to help the individual child. 
The child has a storehouse of opportunities available 
to him at the institution. While it is not the case- 
worker’s function to provide and assign the jobs to 
the staff, it is the caseworker’s role to help the indi- 
vidual child to utilize staff members at the right time, 
and to help people let themselves be utilized in the 
most constructive way by the child. 

The total program of the child is the caseworker’s 
concern because in a broad sense everything in an 
institution is treatment: the general atmosphere, ad- 
ministrative philosophy, group living process, school, 
recreational program, work program, discipline, 
visiting policies, and the rest. The whole institution 
must provide a “therapeutic milieu” * if any single 
service of it is to become an effective treatment tool. 
While the caseworker cannot determine the structure 
and policies of the institution, she does have the re- 
sponsibility to bring to the administration, through 
the proper channels, information that points to the 
effectiveness or ineffectiveness of the program. The 
supervisor or a proper representative of the case- 
work department should be a constant advisor to the 
administrator to keep the program flexible and 
therapeutic. 

While institutional programs have to be periodi- 
cally reexamined and improved by the administra- 
tion, the staff and children have to accept the present 
program as reality. The individual caseworker has 
to work within the program as it is, helping the child 
to utilize it to the optimum. 


Therapist 


Important as is the environment in an institution, 
the physical and general emotional climate is only 
a part of the treatment program. Essential to 
emotional ‘reorientation and personality change is 
the relationship with a person able to function in a 
therapeutic role. 

At Bellefaire most of the direct treatment is done 
by the caseworkers. The psychiatrists participate in 
intake decisions and see every child within the first 
3 months of his stay at the institution for diagnostic 
interviews. About 10 children receive direct treat- 
ment by the psychiatrists, four of them in analysis. 
All the other children are seen by the caseworker in 
weekly or semiweekly interviews. The caseworker 
has weekly consultation with the psychiatrist. 
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In the treatment relationship the caseworker uses 
mainly interview techniques in order to sustain the 
child’s ego, to clarify his confusion about his outside 
realities, to help him look at his present self in rela- 
tion to his past experiences. On the basis of her 
diagnostic awareness of the child’s needs, she permits 
him to express anxiety about his inability to cope 
with the reality, or hostility toward the people who 
represent the reality. The worker permits the treat- 
ment relationship to become a microcosmic measure 
of the child’s experiences and potentials in relation- 
ship to other people. 

There are 2 basic goals of therapy with the institu- 
tional child: (1) an increase in his social adaptabil- 
ity; (2) the development of insight. These 2 goals 
are usually mutually interdependent. The child 
recognizes the caseworker as someone who is dif- 
ferent. She does not overtly participate in the di- 
recting and value-setting activity of the rest of the 
institution. Seemingly she remains neutral in the 
struggle of the child against the institution’s values 
and routines. This permits the child to invest her 
with those qualities that he needs to see in her and 
to identify her with people in his life in idealized 
or distorted images. Thus she may represent a pro- 
tective mother today and a pushing one tomorrow, an 
“ally” against the rest of the institution now and a 
of the. administration then. While she 
allows herself to be used in these different roles, the 
worker’s efforts are directed toward the strengthen- 
ing of the ego and superego of the child. Encourage- 
ment, suggestions, support, anticipation of and aid 
during crisis situations are her major techniques. 
Only reluctantly is the child willing to look into 
himself and trace his problems back to their origin. 
Only slowly is he able to give up some of Lis patho- 
logical defenses. Helping a child give up defenses 
is hazardous and should not be undertaken without 
the consultation of a psychiatrist. 

Contributing to this hazard is the fact that in an 
institutional setting there are so many individuals, 
cottage parents, cooks, counselors, and gardeners 
whom the children can use as “therapists.” This 
happens quite frequently when the child develops 
resistance against treatment and hostility against 
the caseworker or when his anxiety is so overwhelm- 
ing that he cannot contain it. At such periods flexi- 
bility in timing and frequency of casework contact 
Skillful handling of the rest of the 
staff is necessary in order to help them steer the child 


stooge 


is essential. 


to the caseworker rather than to compete with her. 
Equally important is the caseworker’s ever-avail- 
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ability in crisis situations in and outside her inter- 
viewing room. This is one of the unique assets of 
institutional casework. 

It is, of course, unavoidable that children become 
“therapists” to each other, and in this way reduce 
or create anxiety. ‘They compare their individual 
caseworkers and they certainly are among the case- 
worker’s severest critics. This might have an effect 
on the individual child’s relationship to the case- 
worker. However, this and other difficulties arising 
from the setting can be handled by the alert case- 
worker with the child and can often serve as a help 
rather than as a handicap in therapy. 

One word about work with parents. Institutional 
casework is not complete without casework with the 
parents. Yet in practice there are a number of handi- 
caps. A great number of parents do not want treat- 
ment, or are inaccessible, or are too disturbed for 
casework help. Often parents need more help than 
an institutional caseworker can possibly give. We 
believe that the main content of the contact with the 
parent has to be the development of the child and 
the parent’s reaction to him. It happens frequently 
that this reaction is determined by the parent’s own 
pathology. While the caseworker can help unearth 
the cause of this pathology, it is not always possible 
for the institutional caseworker to treat it. In some 
cases where actual rivalry for the caseworker exists 
between the children and parents, or in cases of great 
hostility and severe rejection, the assignment of a 
separate caseworker to the parents may be indicated. 
In other cases the referral of the parent to an agency 
which can help him separately and a close coopera- 
tion with that agency are necessary. 

At this time there seems to be little experience in 
successful treatment of parents of children in insti- 
tutions. This is perhaps because until recently insti- 
tutions tried to keep parents as far away as possible. 

During the past years the total field has become 
aware of the fact that parents of disturbed or depend- 
ent children are “troubled parents” who look at 
themselves as failures as parents and feel stigma- 
tized.’ Many a teacher, neighbor, and judge ham- 
mers into them again and again that they are failures. 
Social workers can try to show them that with all 
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their failures they had at least one strength, namely, 
to do something positive for their children by com- 
ing to the agency. ; 


Summary 


Casework in the institution must be an integral 
part of the total institutional program. It cannot 
be something which is superimposed from the out- 
side. Casework in the institution is generic casework 
applied to the institutional setting. The concepts of 
team, of purpose, time, and authority, are basic. The 
functions of the caseworker as an interpreter of the 
child to the environment, an integrator of the en- 
vironment for the child, and a therapist, require 
maturity and skill. It is essential that institutions 
look for this skill in their casework service. 
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through its aid, scores of coun- 
tries have made permanent 
gains for their children 


UNICEF UP TO DATE 


MAURICE PATE 


Executive Director, United Nations Children’s Fund 


HROUGHOUT THE WORLD, from Brazil 

to Burma and Liberia in the heart of Africa, 

millions of children are leading happier, 
healthier lives partly due to the activities of a United 
Nations agency which is concerned with their wel- 
fare. The agency is UNICEF—the United Nations 
Children’s Fund—which today is helping 75 coun- 
tries in Asia, Africa, the Middle East, and Latin 
America make the world a better place for children 
to grow. 

UNICEF contributes powdered skim milk, vac- 
cines and insecticides, medical and other supplies 
which underdeveloped countries can’t afford to im- 
port. With this help, and with technical guidance 
where needed from the World Health Organization 
and the Food and Agriculture Organization, gov- 
ernments are bringing a greater measure of health 
and well being into the lives of children than they, 
or generations before them, have ever known. 

In Qassemia, for example, a village on the edge of 
the Damascus oasis, the 350 inhabitants have just 
spent their first year without malaria. Before 
Syria’s UNICEF/WHO-aided campaign brought 
DDT sprayers into every adobe dwelling of the vil- 
lage, 7 people in 10 were down with malaria each 
year. Now, for the first time in memory, there is 
no malaria. 

Thousands of miles eastward, in the modest home 
of Francisco Bautista in the Philippines, the small 
living room and kitchen is crowded every week with 
mothers and babies, nurses and trainees, a pedia- 
trician, a dentist, and a records clerk. Asked by a 
UNICEF observer why she put up with the incon- 
venience of having her home disrupted, Mrs. Bau- 
tista replied: “In nearly 2 years since they started 
coming here no mother and no baby has died. Before 
that ....” She shrugged her 
pressively. 


shoulders ex- 


70 


Before that, rural health workers were virtually 
nonexistent, and people had nowhere to go for medi- 
cal help. Then, with just a few thousand dollars of 
UNICEF aid, the Government set up a center that is 
training more than 1,100 workers and making possi- 
ble the lifesaving activities that take place every 
week in the Bautista’s house and in more than 1,000 
health centers throughout the islands. 

Whether the country is Syria, the Philippines, or 
Guatemala, the target malnutrition, malaria, or 
tuberculosis, the story is the same. Governments of 
underdeveloped countries want to rout the ills which 
have afflicted their children for centuries. United 
Nations aid is sparking a significant start. 

The World Health Organization and the Food and 
Agriculture Organization send experts to lend tech- 
nical guidance. UNICEF sends supplies when gov- 
ernments can match their value with local goods and 
Far more than matching UNICEF aid, 
countries are stretching limited budgets to spend, on 
an average, $61 for every $39 put up by the fund. As 
a result, the lives of tens of millions of children have 
got off to a better start. 


services. 


One of the most important ways in which 
UNICEF is aiding underprivileged children is by 
helping governments build up basic health services. 
In most of the world’s rural regions, mothers and 
children have never had access to medical care; doe- 
tors and nurses are almost unknown; ignorance takes 
a high toll. Today, UNICEF is providing equip- 
ment and medical supplies for about 5,700 maternal 
and child welfare centers, and it is helping govern- 
ments train nurses and midwives to staff them. 

In Asuncion, Paraguay, an investment of $80,000 
by UNICEF has started a spectacular chain of 
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events that is already beginning to deliver good 
health to thousands of children, who, up to now, 
have had only 1 chance in 3 of surviving. 

The first of a group of health centers built by 
the government, equipped by UNICEF, and staffed 
under the guidance of WHO, opened less than 2 
years ago in the small (5,500) community of Fer- 
nando dela Mora. The clinical work is in the hands 
of young, competent physicians. Its equipment, 
from sterilizers to examination tables, is the most 
efficient obtainable. There isa UNICEF ambulance 
to take patients who need hospitalization to Asun- 


cion. Seven hundred mothers have already 
registered. 


In addition to medical care, the clinic offers many 
“extras.” Here an expectant mother learns to pre- 
pare a new baby layette that costs as little as 90 
cents. The clinic’s prenatal Mothers’ Club teaches 
her how to sew. It also gives a course of 7 weekly 
lectures on such vital*subjects as nutrition and con- 
trol of infant diarrhea, each lecture followed by an 
appropriate movie. This is the mother’s first con- 
tact with scientific health principles. 

After her baby is born, she joins another of the 
center’s clubs. Here she encounters, also for the 


Every week, a traveling health team sets up mother-child clinic 
services in a private home near Quezon City, the Philippines. 
Outfitted by UNICEF, the team conducts everything from nu- 
trition lectures to competent dental treatment. Since 1951, 


UNICEF has provided supplies for 500 such mother-child clinics 
which have improved services reaching 1,500,000 mothers and 
children in the Philippines. 
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first time, the fundamentals of healthful home- 
making. 

Many communities besides Fernando de la Mora 
are benefiting from the activities of this clinic. 
The core of its work has been training personnel 
for other centers, and for a new children’s hospital, 
also equipped by UNICEF. A number of nurses 
and midwives have already been trained and are 
now at work. Others will follow. 

And there is more to this remarkable little health 
center. Largely through the monumental energy of 
WHO Health Education Director, Dr. Rigoberto 
Rios, it has touched off a series of unexpected activi- 
ties. Because of the community interest in health 
and education that the center aroused, Dr. Rios was 
able to organize a series of fiesta benefits that have 
‘aised money to build a large public market in the 
town and to set up a kindergarten, the first in the 
country. Here, working mothers may leave their 
children, and young women are being trained in han- 
dling groups of preschool youngsters. 

Spurred by these successes, Dr. Rios tackled the 
local school problem. There were facilities enough 
for only 500 elementary school children, with 1,300 
potential pupils. Building around the health center 
group, Dr. Rios organized another series of benefits— 
a horse show, football games, and a fiesta—for the 
Ministry of Education. When he counted up the 
profits, he had $3,000—enough to buy land for 6 more 
schoolrooms—and a promise from the Minister of 
Education to construct the buildings. They opened 
last year. 

What this little seven-room health center has 
brought about is quite an accomplishment: a prenatal 
clinic, a homemakers’ club, an enlarged elementary 
school, a kindergarten training project, a public 
market, and staff for a new children’s hospital. 
And in Paraguay alone, there will be 10 such beehives 
of health activity soon. 

Through UNICEF-aided maternal and child wel- 
fare centers, millions of children are being reached 
and will continue to be reached after UNICEF as- 
sistance ends. This is also true of other types of 
UNICEF-aided projects, for, except in the case of 
certain emergencies, the fund extends assistance only 
for a limited tin and for programs which will con- 
tinue to benefit mothers and children for many years. 

Besides providing supplies for basic health serv- 
ices, the fund is encouraging long-range planning in 
a second way—by aiding campaigns against disease. 
Those diseases which afflict the most children and 
can be combated at comparatively low per capita cost 
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are the targets—principally malaria, tuberculosis 
and yaws. 

Yaws, a disease unknown in the United States, 
strikes an estimated 50,000,000 people along the tor- 
rid belt between the Tropics of Cancer and Capri- 
corn. This horrible affliction causes boils on the 
body, then on the soles of the feet and the palms of 
the hands so that its victims cannot walk or work. 
Finally it attacks the bone and eats away body tissue. 
Yaws rarely kills. Instead, it leaves its victims to 
drag on in constant pain, permanently crippled. 
Since it usually starts in childhood, millions suffer 
for life. 

Today, however, UNICEF is helping eight coun- 
tries attack the disease. Among other essentials, the 
fund provides penicillin—just 15 cents worth of 
So far, UNICEF- 
aided campaigns have treated 3,000,000—more than 
5 percent of the estimated cases in the world. 


which is usually enough to cure. 


The appreciation of people who have been freed 
from the curse of yaws is boundless. Not long ago, 
tribesmen of an Indonesian village gave a feast in 
honor of penicillin and UNICEF. The newly cured 
villagers danced late to the music of the gamelon. 
Children happily stamped their feet—children who 
only a few weeks ago walked gingerly on their ul- 
cerated soles and who now have a chance to grow 
into productive rather than dependent members of 
their community. 

In other UNICEF-aided campaigns the target is 
tuberculosis. Asiatics call it the “quiet death” for it 
takes 5,000,000 lives every year. 

One day last winter, in the remote mud and clay 
village of Sachakhera in India, a young mother 
named Muthiri gathered her children and followed 
a health worker to a spot where all of the youngsters 
of the village were lined up to be tested and, if they 
had no trace of tuberculosis, to be vaccinated with 
BCG vaccine. 

On this day, the children of Sachakhera joined the 
24,000,000 people in Asia, the eastern Mediterranean 
region, and Latin America who were tested in 1953 
and the 50,000,000 who have been tested by 
UNICEF-equipped health teams since the fund 
began providing vaccine and other supplies to combat 
the disease. India’s campaign—the largest antitu- 
berculosis campaign in the world—is only one of 
many which the fund is aiding. Today, in 33 coun- 
tries, the summoning of the villagers to the vaccina- 
tion post is often the first call to a better life chance 
for millions of youngsters. 


In 35 countries, UNICEF is helping to initiate 
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A Thailand midwife weighs a week-old baby which she deliv- 
ered. She received her training at a city Maternity and Child 
Welfare Center, equipped by UNICEF in 1951 as demonstra- 
tion and training headquarters to serve a whole province. 
This midwife, in turn, trains other midwives. 


This Indian girl has carried her baby brother to a public health 
clinic in a village in Guatemala. There the children receive 
a daily ration of milk, sent in powdered form by UNICEF. 
Some 200 undernourished children and mothers are served by 
the clinic, one of many UNICEF-aided clinics in Latin America. 
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A Brahmin health visitor checks the blood of an Indian child 
for malaria. UNICEF assistance, matched by the Indian 
Government, has already protected 16 million children through 
mass DDT sprayings. This year a government-constructed 
plant, equipped by UNICEF, will start producing DDT. 


At a village clinic near Ankara, a father registers his child with 
a Turkish anti-TB team. The team will test the child for TB. 
If his reaction is negative, he will be immunized with BCG 
vaccine. UNICEF is helping Turkey carry out a 5-year cam- 
paign to reach 10 million children with vaccinations. 
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control of another disease—malaria, which takes 
3,000,000 lives every year. Armed with UNICEF 
DDT, health teams have penetrated remote regions 
from Africa to Latin America to protect 12,000,000 
people from the disease. 

Ceylon was the first country in Asia to use 
UNICEF DDT against malaria. Four years ago 
one-tenth of the patients who jammed hospitals and 
dispensaries needed treatment for the disease. Two 
years later, partly due to the UNICEF-aided cam- 
paign, the number of cases was cut by two-thirds 
and the infant death rate from all causes had been 
halved. 

In Latin America Dr. Oscar Vargas, Director 
General of Public Health, exhibits a chart showing 
the percentage of people admitted to Costa Rica’s 
largest hospital with past or present malaria. Start- 
ing with a peak near 100 percent, the line drops 
precipitously to less than 10 percent after UNICEF 
and WHO joined the government in a campaign 
against the disease. The record for children is even 
more dramatic. It has dropped to zero. 

“Children who have had malaria are an easy prey 
to other diseases,” Dr. Vargas said. “Now they don’t 
have it any more. UNICEF made that record pos- 
sible.” 

Besides saving thousands of children from death 
or from handicaps which would warp their entire 
lives, these health-restoring activities are enabling 
people to work. In Haiti, for example, it is esti- 
mated that, for every 100,000 workers cured of 
yaws, the national 
$5,000,000, 

Dr. J. A. Concha Venegas, Chief of the Malari- 
ology Section of the Ministry of Public Health in 
Colombia, recently presented further evidence that 
the cost of sickness is much higher than the cost 
of health. The annual cost of malaria in Colombia, 
he stated, is nearly twice the amount that a 4-year 
campaign for its control would entail. If $13,- 
000,000 were spent on malaria control in 4 years, 
Dr. Concha Venegas estimates that $23,000,000 would 
be saved each succeeding year in such expenses as loss 
of work, deaths, and public assistance. The Govern- 
ment is now making a start, through an antimalaria 
campaign, to protect 1,600,000 people in the country. 
To do it, UNICEF is contributing $111,500—the 
Government almost five times this amount. 


annual income has _ risen 


Besides carrying out extensive disease campaigns, 
many countries are establishing plants and labora- 
tories for the production of antibiotics and vaccines 
which will enable them to continue and expand the 
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campaigns after UNICEF aid ends. UNICEF pro- 
vides imported production equipment. The countries 
pay for the buildings and other local expenses. 

Penicillin produced at the first UNICEF- 
equipped antibiotics plant to start operation will 
soon be shipped to health institutions throughout 
Yugoslavia to free thousands of children from 
pneumonia, scarlet fever, infant diarrhea, and en- 
demic syphilis. Other plants, in Chile and India, 
will start up this year. 

Eighteen countries are now making BCG vaccine 
in UNICEF-equipped laboratories. In others, com- 
bined diphtheria-whooping-cough vaccine is in pro- 
duction. Ceylon, India, Pakistan, and Egypt will 
soon continue UNICEF-aided campaigns against 
malaria with DDT produced locally at plants 
equipped by the fund. 

Besides increasing the supply of antibiotics and 
vaccines, these plants serve as training centers for 
from within and outside of the 
Frequently, too, they are able to manu- 
facture enough not only to meet the needs of their 
own children but those of other countries as well. 

Just a little over a year ago, for example, the 
first batch BCG vaccine ever 
made in Ecuador was produced at a laboratory on 
the grounds of the National Institute of Hygiene in 
Guayaquil. Up to this time, vaccine had been sup- 
plied to Ecuador by air from a UNICEF-equipped 
production laboratory in Mexico, also the source of 


technicians both 
country. 


of antituberculosis 


vaccine for antit:iberculosis campaigns in seven other 
Latin American countries. Now Ecuador, in turn, 
produces enough vaccine each month to supply her 
own tuberculosis-control services and to export to 
nearby countries as well. 

UNICEF provided $75,000 worth of supplies and 
equipment for training and research in the Ecuador 
program. Ecuador’s investment was twice this— 
$150,000 for buildings, facilities for highly special- 
ized laboratories, and operating expenses for the first 
year alone. 

UNICEF was established after World War II 
chiefly to provide emergency relief for European 
children suffering from'the years of hostilities. At 
that time, the fund’s principal weapon was powdered 
skim milk. About 1950, with recovery in Europe, 
UNICEF turned its attention to needier children 
in the world’s underdeveloped regions with a view 
to helping governments set up health projects to 
benefit children over a long period of time. In 
this long-range effort, powdered skim milk, a large 
part of which has been purchased from United 
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States Government surplus stocks, still plays a sig- 
nificant role. 

In El Salvador, for example, UNICEF milk has 
exerted a far-reaching influence on the health of 
children and on the economy of the country as well. 

Most children in this small Central American re- 
public have suffered from malnutrition for genera- 
tions. In 1949 the majority of those able to get to 
school at all arrived hungry and apathetic, and 1 out 
of 3 reporting to clinics suffered acute hunger sick- 
The Government, aware of this, had started 
lunch programs in three schools, and then asked 
UNICEF to supply dried skim milk for a major 
feeding demonstration. 

The first milk arrived in April 1950. Within 2 
months, 32,000 children were happily drinking it, 
and teachers began reporting that their once- 
apathetic pupils were wide-awake and learned much 
more quickly. 


ness. 


At this point the Government found itself in the 
center of a ferment. Parents and teachers, aroused 
to the effects of nutrition, demanded to know more. 
Mayors of communities not participating in the 
demonstration clamored to get UNICEF milk in 
their municipalities. In the entire country there 
had been just two clinics for infant nutrition. By 
June 1950, 14 community clinics were operating and 
26 more preparing to open. Farmers saw the grow- 
ing interest in milk and wondered if they couldn’t 
expand, too. 

Dr. Juan Allwood Paredes, Director General of 
Public Health for El Salvador, said: “UNICEF 
milk became the focal point in alleviating our 
chronic emergency. The wide interest it aroused 
enabled us greatly to broaden our education system, 
our public health programs and our nutrition educa- 
tion. Inevitably, through increased dairying and 
related industries, it will vitally affect our economy.” 

National, municipal, and private expenditures in 
E] Salvador during the 18 months after April 1950 
totaled $276,744. UNICEF spent only about one- 
fifth that amount—$52,400—for the milk which sup- 
plied the missing yet essential part of the program. 
Today, it seems inconceivable that the country’s 
children will ever again go without milk. 

To date, including El Salvador’s children, 11,500, 
000 youngsters and nursing and expectant mothers 
have received cups of UNICEF milk. In Latin 
American countries it is integrated with govern- 
ment-sponsored school-lunch programs. In Latin 
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America, Asia, and the Middle East, children and 
mothers at maternal and child welfare centers get 
daily cups of the protein-rich food. 


In Nicaragua, for example, milk producers or- 
ganized a cooperative and built a modern pasteuriz- 


; In Africa, ing plant when interest in milk was aroused by the 
f UNICEF milk is helping to combat a serious protein dramatic improvement in the health of some 40,000 
deficiency disease. school children who participated in a UNICEF- 
. The disease is known locally as “kwashiorkor,” aided milk-feeding program. 
“ meaning “red boy,” for the inhabitant say that it In northeastern Brazil, two new dealers began 
0 turns skin and hair red. Children from 2 to 5 years importing commercial milk while UNICEF was sup- 
t old are the principal victims of the disease which not plying large quantities to children in the drought- 
-- only weakens but often kills. Caught in its early _ stricken areas. 
d stages, however, kwashiorkor clears up rapidly. To In 23 countries, UNICEF-aided milk plants are 
d help prevent it, UNICEF is now sending barrels of | under construction, in some cases already in opera- 
.r skim milk powder along the footpaths of the Belgian tion. Through modern processing methods, pre- 
Congo, the Trust Territory of Ruanda Urundi, and _ cious supplies of milk, most of which have been 
9 French Equatorial Africa. With this aid, some wasted in the past, will be conserved. UNICEF 
t, 340,000 children and mothers will be protected. contributes imported processing equipment such as 
e. Although most of its assistance goes into long-term drying and pasteurizing units. Governments are 


sh projects, UNICEF still lends a helping hand to 
mothers and children in regions afflicted in emer- 
gencies. Today, in the earthquake-stricken Ionian 
Islands of Greece, in famine and flood-ridden areas 


matching $8,000,000 in UNICEF assistance about 5 
to 1 to build the plants and will spend an additional 
$100,000,000 to provide free milk for about 3,300,000 
children after all the plants start production. 


he of India and Japan, and in the Republic of Korea, Nearly 2,000,000 children are already getting daily 
ed | UNICEF milk, sometimes fish-liver oil, soap, blan- free cups of milk from UNICEF-aided plants. In 
re: kets, wool for clothing, and drugs are helping to Malta, where undulant fever struck hundreds of 
he | relieve widespread misery. children each year before UNICEF supplied pas- 
in But UNICEF milk has done more than nourish  teurizing equipment for the country’s only dairy 
sre | millions of sickly children. It has bred popular in- plant, 11,000 youngsters get free pasteurized milk 





By | terest in good nutrition, caused expansion of local every day and the disease has been almost completely 
nd_ | private dairy industries, and stimulated governments _ wiped out. 
yw- | of many countries to construct drying, pasteurizing, In Chile, the problem of transportation in a long, 
in’t | or sterilizing plants to conserve supplies of safe milk. narrow country had hampered the development of 
of 
EF 
our Seven cents worth of 
penicillin accom- 
ised plished this transfor- 
em, mation in a little Indo- 
1ca- nesian boy who was 
and photographed 2 weeks 
ny.” before and 2 weeks af- 
“a ter an injection of 
sm penicillin for yaws. 
1950 With the help of 
one- UNICEF supplies and 
sup- WHO technical ad- 
raul vice, Indonesia is wag- 
; ing a campaign to 
trys wipe out yaws. So 
far almost 1 million 
500,- persons — two-thirds 
‘hers of them mothers and 
. children—have been 
zatin cured 
yern- 
atin 
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an excellent dairy industry, and most children had 
been unable to get milk. The solution, Chile and 
UNICEF milk conservation experts agreed, lay in 
drying seasonal surpluses, for dried milk keeps for 
months and is easy to transport. UNICEF shipped 
drying equipment for a plant which is just beginning 
to operate. When it goes into full production, the 
milk powder will be given by the Government to 
undernourished children—approximately 90,000. 

In nondairy countries, the Food and Agriculture 
Organization is helping to develop milk substitutes 
to fill the need for a nutritious, easily digestible food 
for children. Indonesia, with FAO aid, has de- 
veloped a “vegetable milk” composed of protein-rich 
soybeans, peanuts, and malt, and UNICEF is now 
helping to equip a plant near Jogjakarta to produce 
it. When the plant starts operating, the Govern- 
ment will give free cups of the “vegetable milk” to 
some 13,500 children and mothers to balance their 
traditional polished rice diet. 

The children of Indonesia need this “milk.” 
Other millions also need help. Two-thirds of the 
world’s children lack food, clothing, shelter, and 
protection against disease. They can look forward 
only to short lives burdened by disease, hunger, and 
privation. 

On recent trips to Asia, the Middle East, and 
Africa, what struck me most forcefully was the fact 
that disease among children in these regions today 
constitutes a greater emergency than among children 
in the devastated areas of Europe after the war. 
What next impressed me were the tremendous strides 
taken in the past 4 years to meet this situation. Al- 
though a great deal remains to be done, a significant 
start, the most ambitious one ever attempted by man, 
has been made. UNICEF, FAO, WHO, and other 
United Nations agencies are pointing the way by 
supplying equipment and technical guidance. Gov- 


ernments, realizing that they can’t afford to cure 
sickness, are exerting every effort to prevent it. 

As countries grow stronger, healthier, and more 
productive, they will be able to earmark more funds 
for the improvement of health, particularly the 
health of children on whom the world’s future de- 
UNICEF's resources come entirely from the 
voluntary contributions of governments and private 
organizations and individuals. The United States 
has been the largest single contributor, although on a 
per capita basis several countries have contributed 
more. During the past 4 years, the number of con- 
tributing governments and the sums contributed 
have steadily risen. As long as they are made, 
UNICEF will continue to provide a powerful stimu- 
lus toward bettering the health of the world’s sick 
children. 

As the public health head of one Latin American 
republic put it: “We thought a campaign to wipe 
out malaria was utterly beyond us. UNICEF 
stepped up with a few thousand dollars in DDT and 
spraying equipment, the World Health Organization 
offered some technical advice, and, the first thing you 
know, we had malaria licked. Now we could take on 
any kind of campaign. It taught us confidence in 
our own ability.” 

Statistics proving the value of UNICEF aid don’t 
tell the story. Illustrations like the following do: 

Deep in the drought area of northeastern Brazil, 
the priest of the village of Pacoti listened while a 
visitor from UNICEF asked what UNICEF milk 
powder and equipment for local health services had 
done for the mothers and children of this remote 
village. 


pends. 


In answer, the priest pointed to his church steeple. 
“It used to toll the death of a baby. 3 or 4 times a 
week,” he said. “Now it tolls only 3 or 4 times a 
month.” 


CHAMPION OF CHILDREN 


The National Child Labor Committee 
celebrates its 50th anniversary in April 
1954. The Committee works to elim- 
inate harmful employment for children 
and youth and to promote educational 
opportunities for them. 

In 1904, when the Committee began 
its work, child labor in coal mines, cot- 
ton mills, and canneries was common. 
Many children, even young ones, worked 
long hours, at night, and at hazardous 


76 


jobs ; and they had little chance to go to 
school. 

Today such employment is rare. But 
in commercial agriculture, for example, 
especially among migrant families, large 
numbers of children work under condi- 
tions detrimental to their well-being. 
The National Child Labor Committee is 
working with public and private groups 
and with individuals to better the lot 
of these children. 
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A WORLD VIEW OF SOCIAL WORK 


Donald S. Howard, Ph. D. 


Dean, School of Social Work, University of California, Los Angeles 


S A THRILLING and challenging call to 
social workers in all parts of the world to exer- 
cise leadership in the formulation of broad 

social policy and to participate in its effectuation— 
particularly as related to improvement of standards 
of living everywhere—The Proceedings of the Sixth 
International Conference of Social Work * deserve a 
wide reading. For those fortunate enough to have 
attended the Madras meeting, the volume will be a 
treasured souvenir of what was universally agreed 
to have been an “experience of a lifetime.” 

For those who were unable themselves to attend 
the Madras Conference, the Proceedings will be 
found colorfully, movingly, and convincingly to com- 
municate the essence of the informing and challeng- 
ing papers and discussions; the warmth of India’s 
hospitality to the 1,200 conferees from 35 countries 
and 20 international agencies and of the friendliness 
of their own relationships one with another; the im- 
portance attached to the Conference by Indian and 
other Asian leaders whose messages to the Conference 
and services in its behalf amply attested their con- 
viction about the significance of this first meeting 
of the International Conference in Asia. Readers 
will even learn what is a “Shamiana” and will see 
a picture of one—a picture which will undoubtedly 
recall to attendants at the Conference one of the most 
colorful and delightful memories of their profes- 
sional lives. 

Assuming that readers of Cut~pren will be inter- 
ested primarily in what emphasis the Conference, 
concerned with social service and standards of living, 
placed upon children and youth, the answer can be 
simply stated: In discussions of even the most gen- 
eral subjects, children were never out of mind. In 
discussions focusing specifically upon children and 
youth, the broader and inescapable issues of their 
families, general standards of nutrition and produc- 
tivity, and the respective roles of governmental and 
voluntary agency responsibilities were never lost 
from view. 

For example, when the Conference’s beloved hon- 
orary president, Dr. René Sand of Belgium (whose 
death has recently been announced) enumerated the 
concerns of earlier conferences he alluded in particu- 
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lar to “Mothers and Child Welfare.” Similarly, the 
United States then-Ambassador Chester Bowles, in 
a mind-stretching and spirit-expanding address, re- 
peatedly referred to children and to education in his 
own and other countries; at one point, he declared 
that in the next few years in India, “Tens of millions 
of mothers and fathers will be seeking new guidance 
in the development of their family life, in the solv- 
ing of the many problems that lie all around them.” 
Had social workers of the world no other work to 
do, here indeed is a challenge worthy of their col- 
lective mettle. 

The United States’ own Lester Granger—whom 
we can no longer claim for ourselves alone since he 
has now assumed a prominent place of world leader- 
ship social-work-wise—also underlined the points in 
his address on “Basic Human Needs” by referring to 
such tragic facts as that “one-half of the children of 
some Asian countries” die before their sixth year 
and that “China’s infant mortality rate is 4 times 
that of Great Britain.” 

Whether it was Dr. J. F. Bulsara (United Na- 
tions) discussing the role of social service in “Raising 
the Standards of Living,” Mlle. A. Vicat (France) 
describing the “Most Significant Aspects of the Work 
and Equipment of the Social Worker and the Public 
Health Worker,” Mr. Rif’ at Habbab (United Na- 
tions) telling of “Social Life Among the Arab Pales- 
tinian Refugees,” Miss Eileen Davidson (United 
Nations) picturing “Maternal and Child Health 
Centers in Thailand,” Dr. Alva Myrdal (United Na- 
tions) analyzing the subject “Education and the 
Standards of Living,” one could hardly forget—even 
if he wanted to—that children and youth, though 
perhaps not specifically mentioned, were cardinal 
reasons for these various discussions of education, 
family life, nutrition, health, social work, and the 
raising of standards of living in the world. More- 
over, the Conference’s central concern was clearly 
something that would take time to effect if anything 
like the degree of improvement envisaged by the 
Conference was to be achieved. Equally clearly, 
this success could not be expected to be achieved dur- 
ing the lifetime of adults now living. Thus, the real 
beneficiaries of the Conference may be said to be not 
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the parents but the children of the world, their chil- 
dren, and theirs. 

Two of the 10 discussion groups into which the 
Conference was divided to permit more intimate and 
detailed discussion of particular interests dealt 
specifically with “Services to Children and “Youth,” 
and “Services for Family Life.” It is notable that 
these groups (as indeed any groups concerned with 
these subjects must do) found themselves inevitably 
wrestling not with problems relating only to children 
but with problems affecting community development, 
the philosophy of governmental as contrasted with 
voluntary action, personnel shortages, professional 
training, the importance of voluntary service, and 
social action. 

The Conference’s emphasis upon social action and 
the prime importance of social work participation 
in the formulation of social policy may well have 
been one of the Conference’s most constructive re- 
minders that social work is not merely ameliorative. 
In fact, Commission II which, under the chairman- 
ship of Miss Eileen Younghusband (United King- 
dom), discussed the “Application of Social Work 
Skills and Techniques to the Problem of Underde- 
veloped Areas” explicitly agreed that “Social work 
is designed to make it possible for the individual to 
achieve his maximum potential through existing 
institutions or to modify existing institutions to pro- 
vide a healthier environment (physical, emotional. 
social, and spiritual) in which the individuals may 
grow and function to the fullest of their individual 
‘apacities.” [Italics not in the original. | 

The Proceedings of the Sixth International Con- 
ference of Social Work clearly reveal that, welfare- 
wise, the world is indeed one world; its needs indi- 
visible. They also reveal that when social workers, 
though they come from 35 countries, seriously dis- 
cuss what can best be done to meet these indivisible 


needs of their one world they find themselves to a 
remarkable degree—so far as fundamentals are con- 
cerned—to be of one mind and to be motivated by a 
singleness of purpose. Social workers of the world, 
therefore; will long be indebted not only to the 
original writers of the papers presented and to par- 
ticipants in the Conference’s commissions and dis- 
cussion groups but also to the editors of the Proceed- 
ings: Miss Shirin F. Dastur, and Mrs. Gulestan 
R. B. Billimoria (India) whom many American 
readers undoubtedly met when she was in the United 
States just prior to the Madras meeting. To genial 
Mr. B. Chatterjee (India) who is similarly remem- 
bered with warm appreciation from California to 
New York, readers are indebted for the dispatch with 
which the Proceedings were published. 

One nationally known social worker from the 
United States, for whom the Madras Conference was 
the first such meeting ever attended, later said that 
this was one of the most “shaking” experiences of his 
professional life. He also said that had he attended 
such a conference some 20 years earlier he would have 
avoided many mistakes made during his professional 
vareer. 

American readers of the Proceedings who have 
never attended an International Conference of Social 
Work and who desire to spare themselves the possi- 
bility of similar remorse 20 years hence may be glad 
to recall that the Seventh International Conference 
is being held in readily accessible Toronto, June 27 
to July 3, 1954. 





1 Social Service and the Standards of Living; Proceedings 
of the Sixth International Conference of Social Work, 
Madras, India, 1952. 305 pp.+XII, Appendices. Published 
by the South-East Asia Regional Office, International Con- 
ference of Social Work, Bombay, India. (Headquarters 
Office, 22 West Gay Street, Columbus, Ohio, U. S. A.) 


BOOK NOTES 


HEALTH SERVICES FOR THE 


CHILD. Edward R. Schlesinger, 

M. D., M. P. H. McGraw-Hill, New 

York. 1953. 403 pp. $7.50. 

The author states that the purpose dren with special problems. 
of the book is to give an integrated Dr. 


picture of health services for mothers 
and children. The book covers in de- 


tail the background, planning, admin- 


78 


istration and evaluation of the child 
health program, the types of essential 
health services, health supervision of 
mother and child, and services to chil- 


Schlesinger was formerly the 
Director of Maternal and Child Health 
Services of the New York State Health the 
Department and at present is the Asso- 


ciate Director of Medical Services of 
the same department. 
UNDERSTANDING BOYS. Clarence 
G. Moser. Association Press, New 
York. 1953. 190 pp. $2.50. 
“Written by one whose years of in- 
timate leadership of boys shared with 
boys themselves, with parents, 
other adults, and communities, has 
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puilt a faith in the ability and desire 
of all of them to play their part in the 
boy’s development.” 

Professional workers should not be 
deceived into thinking that the popular 
style of Mr. Moser’s book means that it 
is for lay readers only. 


AGGRESSION, HOSTILITY AND 
ANXIETY IN CHILDREN. §Lau- 
retta Bender, M. D. C. C. Thomas, 
Springfield, Ill. 1953. 184 pp. 
$5.50. 


In a second book of a series of 
Bellevue Studies of Child Psychiatry, 
Dr. Bender has unified and rewritten 
a collection of previously published 
papers by five members of the Bellevue 
staff. The chapters discuss children’s 
attitudes toward death, preoccupation 
with suicide, homicidal aggression, 
firesetting, the genesis of hostility in 
children, and anxiety in 
children. 

Over 50 of the 260 children and 
young adolescents originally studied 
and reported on between 1934 and 1940 
were subjects of followup investiga- 
tions in 1950 and 1951. 
data from their late 
early adulthood are 
papers. 


disturbed 


The resulting 
adolescence or 
included in the 


A COURT FOR CHILDREN: A Study 
of the New York City Children’s 
Court. Alfred J. Kahn. Columbia 
University Press, New York. 1953. 
359 pp. $4.50. 


A report on the operation of the coun- 
try’s largest and most complex juvenile 
court. Based on extensive direct ob- 
servation and study, the report covers 
the structure of the court and the work 
of its various departments—intake, 
judiciary, probation, clinic, ete.—point- 
ing out strengths anad weaknesses. 
Concludes with recommendations for 
changes and new development. 


THE JUVENILE OFFENDER. 
B. Vedder, Ph. D. 
York. 1954. 
This 


volume 


Clyde 
Doubleday, New 
510 pp. $6. 


book brings together in one 
numerous authoritative writ- 
ings on the subject of juvenile delin- 
quency that have appeared in various 
journals. The readings 
are arranged in chapters that reflect the 
principal divisions of the field of juven- 
ile delinquency, 


professional 


and each chapter is 
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introduced by a brief textual discussion 
written to serve as a guide to the reader. 
The author believes the book will be 
especially useful for teachers and their 
students. 


A FOLLOW-UP STUDY OF THE RE- 
SULTS OF SOCIAL CASEWORK. 
Leonard 8S. Kogan, Ph. D., J. McVicker 
Hunt, Ph. D. and Phyllis F. Bartelme, 
Ph. D. Family Service Association 
of America, New York. 1953. 115 
pp. $2.50. 


This is a report of a study conducted 
by the Community Service Society of 
New York. The study attempted to 
find out about the effects of family case- 
work services five years after the cases 
were closed. The method used involved 
interviews with ex-clients by an ex- 
perienced clinical psychologist com- 
pletely unfamiliar with the develop- 
ment or outcome of the cases. 

The report, presented in a rather 
technical fashion, is interesting for its 
development of research methodology, 
as well as for its findings. 


FATHER RELATIONS OF WAR- 
BORN CHILDREN. Lois Meek 
Stolz, Ph. D., etal. Stanford Univer- 
sity Press, Stanford, California. 
1954. 365 pp. $4. 


“The study is a direct outgrowth of 
the social concern for the effect of war 
on the mental health of children which 
was prevalent during the 1940-50 
decade.” 

Made possible by a grant from the 
National Institute of Mental Health of 
the United States Public Health Serv- 
ice, the investigation undertook to ana- 
lyze the adjustments of father and 
first-born child to the stress brought 
about by the father’s return after ab- 
sence in war service lasting from before 
the birth of the child until the child 
was over a year old. 


GUIDE TO THE OPERATION OF 
GROUP DAY CARB PROGRAMS. 
Child Welfare League of America. 
The League, New York. 1953. 
$1. 


70 pp. 


A comprehensive statement of stand- 
ards for day care centers, developed 
by the National Day Care Committee 
of the League. The meaning of day 


care, the responsibilities of the oper- 
ating body, the needed plant and equip- 
ment, the staff and the program for 
different age groups are simply and 
clearly described. The educational 
backgrounds of the teacher and of the 
caseworker in a day care center are 
spelled out in some detail, and a useful 
bibliography is included. 


PROBLEMS OF INFANCY AND 
CHILDHOOD: Transactions of the 
Sixth Conference. Milton J. B. Senn, 
M. D., ed. Josiah Macy, Jr. Founda- 


tion, New York. 1953. 160 pp. 
$2.50. 
Contents of this volume include 


papers on Emotional Development in 
the First Year of Life, by Dr. Sibylle 
Escalona of the Child Study Center at 
Yale University, A Brief Review of 
WHO Activities, by Knut Kjellberg of 
the Maternal and Child Health Division 
of WHO in Geneva, Observation of In- 
dividual Tendencies in the First Year of 
Life, by Dr. Katherine M. Wolf, Child 
Study Center, Yale University, and Ex- 
cessive Crying in Infants—A Family 
Disease, by Dr. Ann Stewart of the Uni- 
versity of Washington. 


THE CHILD, HIS PARENTS AND 
THE NURSE. Florence G. Blake, 
R. N., M. A. Lippincott, Philadel- 
phia. 1954. 440 pp. $5. 


In this text the author, who is Associ- 
ate Professor of Nursing Education, 
University of Chicago, brings together 
the results of her years of study and 
experience in developing an advanced 
course for graduate nurses in the nurs- 
ing care of children. It contains a 
foreword by Dr. Adrian H. VanderVeer, 
under whom Miss Blake took a 3-year 
course in psychoanalytic child care. 


FILMS, IN PSYCHIATRY, PSY- 
CHOLOGY AND MENTAL HEALTH. 
Adolf Nichtenhauser, M. D., Marie L. 
Coleman and David S. Ruhe, M. D. 
Health Education Council, New York. 
1953. 269 pp. $6. 


The detailed critical reviews of 51 
films and brief descriptions of 50 others 
that comprise the main part of this book 
will, its authors hope, make films in psy- 
chiatry, psychology and mental health 
“more useful to more people.” Some of 
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the films are for use in professional 
teaching only, others for use with the 
general public. The end papers of the 
book serve as charts that make clear the 
audiences with which the films can ap- 
propriately be used. 

The Medical Audio-Visual Institute 
of the Association of American Medical 
Colleges has prepared this volume in 
recognition of the need for “reliable 
descriptive and evaluative information” 
on films. The list includes films avail- 
able up to January 1953. 


STUDY OF THE BASIC STRUCTURE 
FOR CHILDREN’S SERVICES IN 
MICHIGAN. Maxine Boord Virtue. 
The American Judicature Society for 
the James Foster Foundation, Ann 
Arbor. 1953. $5. 


“The first work to treat of children, 
even in a single State, in the entirety 
of their relation to the law instead of 
piecemeal in relation to individual 
The book compares the 


” 


agencies... 
Michigan practice with experience else- 
where in the United States and in 
Europe. 


PSYCHOLOGICAL PROBLEMS IN 
MENTAL DEFICIENCY. Seymour 
Bb. Sarason, Ph. D. Harper, New 
York. 2d Ed. 1953. 402 pp. $5. 


The first edition of this book, pub- 
lished in 1949, provided a detailed eval- 
uation of diagnostic criteria and etio- 
logical classifications in the field of 
mental deficiency, with a brief con- 
sideration of some of the practical 


problems involved in working with 
mental defectives. In the second edi- 
tion Dr. Sarason has added three 


chapters on interpretation of mental 
deficiency to parents, the problems of 
institutionalization, and some of the 
problems of professional training. 
Formerly the Chief Psychologist of the 
Southbury Training School in Connecti- 
cut, Dr. Sarason is now Associate Pro- 
fessor of Psychology at Yale University. 


CHILD TRAINING AND PERSON- 
ALITY. John W. M. Whiting, Ph. D., 
and Irvin L. Child, Ph. D. Yale Uni- 
versity Press, New Haven. 1953. 
353 pp. $5. 

This is an analysis of child rearing 
practices in 75 different cultures, in- 
cluding the American middle class cul- 
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ture. The purpose of the analysis is 
to attempt to clarify the basic and 
perennial question of the relationship 
between certain kinds of experiences in 
infancy and adult personality and be- 
havior. Concepts derived from psycho- 
analytic and social learning theory are 
used in developing integrating and ex- 
planatory Problems in 
personality development, around which 
these hypotheses center, are the fixation 
of behavior patterns, the origins of 
guilt, and the origins of unrealistic 
fears of other persons. 


hypotheses. 


An attempt is 
made to explain individual differences 
in personality among members of West- 
ern societies. 

Of special interest to workers in child 
health and welfare is the analysis of 
practices relating to illness and the 
significance of these practices for per- 
sonality development. 


TWINS: A Study of Three Pairs of 
Identical Twins. Dorothy Burling- 
ham, Ph. D. International Univer- 
sities Press, New York. 1953. 94 
pp. $7.50. 


In this book, which is based on ob- 
servations in the Hampstead Nurseries, 
1940-45, the behavior of two pairs of 
girl twins and one pair of boy twins 
is described, with chapters on the be- 
ginning of the twin relationship, twins 
as a team, the overcoming of jealousy, 
the effect of separation, and the rela- 
tionship of the twins to their parents. 

Thirty charts showing minute details 
of behavior over periods of some months 
(such as temperamental differences in 
the feeding situation) offer readers, es- 
pecially parents of twins, additional 
glimpses into a little-explored country. 


CHILD DEVELOPMENT: the Process 
of Growing Up in Society. William 
E. Martin, Ph. D., and Celia Burns 
Stendler, Ph. D. Harcourt, Brace, 
New York. 1953. 519 pp. $6.50. 


This book takes a fresh approach to 
its topic: it is oriented around the an- 
alysis of the sociocultural factors which 
influence the development of children, 

By weaving in materials from an- 
thropological and sociological studies 
with data from child development 
studies, the authors present a more in- 
tegrated picture of the growth of the 
child in our culture than is found in the 
usual textbook in child development. 

The authors start with the basic 


premise that “the process of develop- 
ment is a social process.” Among the 
questions which are considered are: “In 
what ways is the process of growth and 
development similar for all children, 
regardless of the particular society in 
What 
children can be 
ascribed to biological inheritance rather 
What 
is the relationship between the society 
with its culture and the personality we 
find in the members of that society?” 
The final section considers the role 


which they are born and reared? 
differences among 


than to the influence of society? 


of parents, teachers, the peer culture, 
and the community at large in the so- 
cialization of the child. 


THESE ARE YOUR CHILDREN. A 
Text and Guide on Child Develop- 
ment. Gladys Gardner Jenkins, Helen 
Shacter, Ph. D., and William W. 
Bauer, M. D. Scott, Foresman, Chi- 

Expanded Edition. 1953. 320 

pp. $4.75. ~ 


culo, 


The textual content of this manual, 
in whose earlier edition photographs 
carried an unusually large share of the 
job of informing the reader, has been 
considerably added to in the new edi- 
tion. Directed to all who want to un- 
derstand children better, whether at 
home, in school, or in the community, 
the book emphasizes the continuous na- 
ture of growth, and the importance of 
the early years. An extensive bibliog- 
‘aphy is included. 


ANALYZING AND PREDICTING 
JUVENILE DELINQUENCY WITH 
THE MMPI. Starke R. Hathaway, 
Ph. D. and Elio D. Monachesi, Ph. D., 
eds. University of Minnesota Press, 
Minneapolis. 1953. 153 pp. $3.50. 


This reports several studies on the 
value of the Minnesota Multiphasic Per- 
sonality Inventory for predicting delin- 
quency. In the main study (pp. 87-135) 
over 4,000 children were given the in- 
ventory while in the ninth grade and 
were followed for 2 years, during which 
time 591 came before local courts or 
combinations of scores 
which best discriminated the 591 
children are set forth in detail. While 
believing that even more distinctive 
score patterns could and should be de- 
rived with further work, the authors 
hold that the results obtained so far 
have “immediate practical value” for 
predicting delinquency. 


police. The 
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SOME U. S. GOVERNMENT PUBLICATIONS 
FOR PROFESSIONAL WORKERS 


Publications for which prices are quoted are for sale by the Superin- 
tendent of Documents, United States Government Printing Office, 
Washington 25, D. C. Orders should be accompanied by cash, check, 


or money order. 


DIRECTORY OF FULL-TIME LOCAL 
HEALTH UNITS, 1953. U. 8. Depart- 
ment of Health, Education, and Wel- 
fare, Public Health Service. Publica- 
tion No. 118. 1953. 58 pp. 20 cents. 
Processed. Single copies available 
from the Public Health Service without 
charge. 

This directory, revised as of July 
1953, listing of full-time 
health units serving local areas, to- 
gether with the name of the health 
officer of each unit or other designated 
administrative head. 


presents a 


The information 
is compiled from data reported to the 
Public Health Service by full-time 
local health units and State health 
officers. One of the two appendixes 
summarizes the number of full-time 
units in each State in which the po- 
sition of health officer is vacant. 


HEALTH MANPOWER SOURCE 
BOOK. Department of Health, Educa- 
tion, and Welfare, Public Health Serv- 
ice. Publication 263. Three sections 
of a projected series on the number, 
distribution, and characteristics of 
members of about 18 selected health 


CHILDREN is published by the Children’s Bureau 
6 times a year, by approval of the Director of the 
Bureau of the Budget, September 22, 1953. 

Nore ro AurnHors: Manuscripts are considered for 
publication with the understanding that they have 
Appropriate identi- 
fication should be provided if the manuscript has 
been, or will be, used as an address. 
contributors not connected with the Children’s 
Bureau are their own and do not necessarily reflect 
the views of CumpreN or of the Children’s Bureau. 


not been previously published. 


UNITED STATES GOVERNMENT PRINTING OFFICE, WASHINGTON 25, D. C. 


occupations. Processed. Single copies 
of each of these three sections avail- 
able from the Public Health Service 
without charge. 

Section 1, preliminary, by Maryland 
Y. Pennell and Marion E. Altenderfer, 
is on physicians. The Public Health 
Service invites suggestions on this sec- 
tion so that the final publication may 
be a further refinement and expansion 
of the data (May 1952. 70 pp. 40 
cents). Section 2, by Helen G. Tib- 
bitts and Eugene Levine, is on nursing 
personnel (May 1953. 88 pp. 40 
cents). Section 3, by Leslie W. Knott, 
M. D., M. P. H.; Lucille M. Smith, and 
Ruth Wadman, is on medical social 


workers (August 1953. 78 pp. 40 
cents). 
PLANNING SERVICES FOR CHIL- 


DREN OF EMPLOYED MOTHERS; a 
report prepared by a subcommittee of 
the Interdepartmental Committee on 
Children and Youth. U.S. Department 
of Labor, Women’s Bureau. 1953. 62 
pp. 20 cents. Single copies available 
from the Children’s Bureau without 
charge. 


Welfare 


Opinions of 


Summarizes the recent experience of 
Federal agencies in providing advisory 
service and administering funds for 
certain types of child-care and educa- 
tional programs including children of 
employed mothers. It analyzes State 
enabling legislation for improving 
school programs for young children and 
for the protection of children under 
care outside their own homes. 

Federal agencies represented on the 
subcommittee were the Children’s Bu- 
reau, the Bureau of Public Assistance, 
and the Office of Education, of the De- 
partment of Health, Bducation, and 
Welfare; and the Bureau of Employ- 
ment Security and the Women’s Bureau, 
of the Department of Labor. 


THE BOY BEHIND THE PINS; a re- 
port on pinsetters in bowling alleys. 
United States Department of Labor, 
Bureau of Labor Standards. Bull. 170, 
1953. 47 pp. 25 cents. Single copies 
available from the Bureau of Labor 
Standards without charge. 

Bowling means sport to the players, 
but trouble for labor-department and 
school officials. This report of a survey 
made by the Bureau of Labor Standards 
explains why. It discusses the condi- 
tions under which pinboys in bowling 
alleys work and the problems of labor 
supply that harass the proprietors. 
Recommendations for improving the 
labor conditions and for helping the pro- 
prietors meet their problems are in- 
cluded. The bulletin also suggests ways 
in which people concerned can work to 
put these recommendations into effect. 


Communications regarding editorial matters 
should be addressed to: 
CHILDREN 


Children’s Bureau 
U. S. Department of Health, Education, and 


Washington 25, D. C. 


Subscribers should remit direct to the Superintend- 
ent of Documents, U. S. Government Printing Office, 
Washington 25, D. C. 
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For sale by the Superintendent of Documents, U. $. Government Printing Office, Washington 25, D. C. 


Price 25 cents a copy. 


50 cents additional for foreign mailing. 


Annual subscription price $1.25 





(Ca-DeCc-D 15220cBA 
UNIVERSITY OF MICHIGAN 
NTS SECTION 
GENERAL LIBRARY; 
UNITED STA ANN ARBOR MICH rE USE TO AVOID 


GOVERNMENT PRINT...c c.. wwe PAYMENT OF POSTAGE, $300 
DIVISION OF PUBLIC DOCUMENTS (GPO) 
WASHINGTON 25, D. C. 


OFFICIAL BUSINESS 


A PROFESSIONAL JOURNAL ON SERVICES FOR CHILDREN AND ON CHILD LIFE 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE SOCIAL SECURITY ADMINISTRATION 
Oveta Culp Hobby, Secretary John W. Tramburg, Commissioner 


CHILDREN’S BUREAU 
Martha M. Eliot, M. D., Chief 





